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ABSTRACT
Background: Black Canadians are less likely than White Canadians to willingly use
mental health services despite the social and economic challenges we1 experience that
negatively affect our mental health. It has been found that Eurocentric theoretical models
of psychological help-seeking do not adequately explain how Black Canadians decide
whether or not to use mental health services.
Research Question: How do Black Canadians decide whether we want to seek help from
a mental health professional?
Purpose: Generate a theory of psychological help-seeking that is empirically grounded in
data collected from a diverse sample of Black Canadians.
Methods: I employed the Corbin and Strauss (2007) version of grounded theory
(Straussian grounded theory) to construct a theory that includes causal explanations of
Black Canadian mental health service use. The sample consisted of 30 Black males
(n=15) and females (n=15) who resided in various regions in Canada (e.g., Ontario,
British Columbia, Alberta, Quebec, and Nova Scotia). The participants completed hourlong online interviews. The data was analyzed using techniques specific to Straussian
grounded theory (e.g., theoretical sampling, open coding, selective coding, analyzing for
context, analyzing for process, etc.).
Results: Broadly speaking, Black Canadians' willingness to use mental health services
relied most on the degree to which using mental health services deviated from or aligned
with the individual's cultural norms. When the act of accessing mental health services
opposed a participant’s cultural norms, then that individual reported less willingness to
use mental health services. This divergence between cultural norms and mental health
service utilization led to various consequences. These included, but were not limited to,
Black Canadians’ anticipation of: a) being misunderstood by the mental health
practitioner; b) being treated unfairly by the mental health practitioner; c) negative

1

I self-identify as Black Canadian, thus I consider myself a member of the group whom I am studying.
Therefore, I will use the first-person plural pronouns (i.e., we, us, and our) when referring to Black
Canadians in general.
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judgement from oneself and others; and d) feelings of discomfort, shame, and pessimism
around using mental health services. Whereas when the act of accessing mental health
services was in line with a participant’s cultural norms, then that individual reported more
willingness to use mental health services. This is because the individual would be more
likely to expect understanding, fair treatment, self acceptance about seeking help, and
feelings of comfort, pride, and optimism when engaging in mental health services. It is
important to note one additional factor. That is, that the degree to which the divergence
between help-seeking and cultural norms impacted an individual Black Canadian’s
willingness to use mental health services depended on the extent to which the individual
internalized or conformed to their cultural norms. Black Canadians who routinely acted
in line with cultural norms tended to be less willing to use mental health services
compared to those who did not act in line with cultural norms.
Conclusions: The results of this study expand the current knowledge about Black
Canadian mental health service use and have implications for making mental health
services more accessible to Black Canadians.

v
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CHAPTER 1
THE LITERATURE REVIEW
The importance of mental health and well-being cannot be overstated. Thus, it is no
surprise that efforts are being made in Canada to better understand challenges that hinder
mental well-being (Mental Health Commission of Canada, 2016). Evidence suggests that
Black Canadians are less likely than White Canadians to willingly use mental health
services despite the social and economic challenges we2 experience that negatively
impact our mental health (Anderson, Flora, Ferrari, Tuck, Archie, Kidd… McKenzie,
2015; Grace, Tan, Cribbie, Nguyen, Ritvo, & Irvine, 2016; Public Health Agency of
Canada, 2019). However, there has yet to be a clear explanation for why this is the case.
Therefore, with the current study I aim to gain a better understanding of Black
Canadians’ willingness to seek help from a mental health professional for a mental health
concern. Understanding Black Canadians’ willingness to seek help from a mental health
professional can also be thought of as understanding how Black Canadians decide
whether or not we want to seek professional help for a mental health concern. Before
utilizing mental health services, one must make the decision to do so. As such, in the
present research I am interested in the decision-making process Black Canadians undergo
when determining whether or not we want to seek professional help.
In this study, I am aiming to make heard the voices of a community that is often
marginalized and traditionally excluded from psychological research. Therefore, I
integrated key principles from critical race theory. Critical race theorists assert that

2

I self-identify as Black Canadian. Therefore, I will use the first-person plural pronouns (i.e., we, us, and
our) rather than third-person plural pronouns (i.e., they, them, and their) when generally referring to Black
Canadians.
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remaining completely objective and unbiased in any research endeavor is impossible
(Graham et al., 2011; Delgado & Stefancic, 2012). All research, from inception to
dissemination, is shaped through the lens of the researcher (Daftary, 2020). Therefore, it
is important that I disclose my privileged and marginalized identities and consider
potential interactions these identities have within the context of this research project. I am
a second-generation Canadian female in her mid-20s with Jamaican heritage who
identifies as Black. I am cis-gendered, heterosexual, and able-bodied. I have PhD level
education in psychology and consider myself to have medium socio-economic status. It is
through these lens that I determined the focus of this study, literature reviewed, research
question, methodology, data analysis procedures, results, and conclusions.
Current Knowledge about Black Canadian Mental Health Service Use
To begin to understand Black Canadian psychological help-seeking it is first important to
be familiar with the current available knowledge on the topic. In this literature review, I
survey: 1) the demographics of the Black population in Canada; 2) the factors that have
been found to impact Black Canadian help-seeking; and 3) the current theoretical
explanations of Black Canadians’ help-seeking.
Demographics of the Black Population in Canada
Statistics Canada (2019) classifies any person who self-identifies as “Black” as a Black
Canadian. Many Black Canadians are immigrants from the Caribbean and Africa, while
others are the descendants of Black Canadians who have been living in Canada for many
generations. In 2016, 56.4% of Black Canadians were born in Canada (Statistics Canada,
2019). In the same year among Black Canadians who were over the age of 15, 35% were
second generation Canadians (individuals who were born in Canada with at least one
2

parent born outside of Canada) and 8.6% were third generation Canadians (individuals
who were born in Canada and whose parents were also born in Canada) and beyond. In
regions such as Nova Scotia, where there is a long history of Black settlement, 84% of
Black Canadians are at least third-generation Canadians. According to the 2016 census,
about half of the Black population in Canada were immigrants (Statistics Canada, 2019).
In the past, Black immigrants were mostly from the Caribbean, but recent Black
immigrants have been predominantly from Africa. More than half (56.7%) of the Black
immigrants who landed in Canada before 1981 were born in Jamaica and Haiti. Recently,
the top countries of birth for Black immigrants admitted between 2011 and 2016 were
Jamaica (19.7%), Haiti (14.8%), Nigeria (6.6%), Ethiopia (5%), Somalia (4.1%), and the
Democratic Republic of the Congo (3.9%). Therefore, there is considerable variation in
the countries of origin for Black individuals in Canada.
It is also important to consider that there are variations in how Black Canadians view our
ethnic origins. Ethnic origin refers to the ethnic or cultural origins of an individual’s
ancestors. Close to 30% of the Black population in Canada reported having more than
one ethnic origin in 2016 (Statistics Canada, 2019). The ten most frequently reported
ethnic origins among the Black population were: Jamaican, African, Haitian, Canadian,
English, Somali, Nigerian, French, Ethiopian and Scottish. Several factors can explain
why Black Canadians report more than one ethnicity, such as mixed marriages between
people from different ethnic or cultural backgrounds or knowledge of family history.
African and Caribbean origins were the most common ethnic origins reported by the first
and second generations of Black people in Canada. Jamaican, African, and Haitian were
the three most common origins reported by the foreign-born Black population (i.e., first
3

generation Black Canadians), while Jamaican, Canadian, and Haitian were reported most
by second generation Black Canadians (i.e., individuals born in Canada, with at least one
parent born abroad). Black Canadians who identified as third generation or more often
reported Canadian, Jamaican, African, English, Irish, Scottish, French and First Nations
(North American) origins.
Despite these differences, there are common threads that connect most members of the
Black Canadian community. For example, Black Canadians are said to share similar
experiences of discrimination because of our race or skin colour (Lindsay, 2007).
Research has found that Black individuals who have reported experiencing elevated
levels of perceived discrimination also have elevated levels of psychological distress
(Pieterse, Todd, Neville, & Carter, 2012). It should also be noted that according to the
Ethnic Diversity Survey “a large majority of Canadians of African and Caribbean origin
feel a strong sense of belonging to Canada” (Lindsay, 2007, p.16). At the same time,
Canadians of African and Caribbean origin also reported feeling “a strong sense of
belonging to [our] ethnic or cultural group” (Lindsay, 2007, p.16).
Much of the current literature about psychological help-seeking within the Black
community comes from the United States. There are similarities and differences between
Black populations in the United States and Black populations in Canada. As in the United
States, slavery existed in Canada for a long time (Walker, 2013). In addition, Black
individuals who live in Canada and the United States are often viewed as a racially
distinct and homogenous group regardless of within group variation (Frideres, 2016;
Walker, 2013). Critical race theory states that race is a social construction that is invented
by the dominant society (Delgado & Stefancic, 2017). Although Black people tend to
4

share certain physical traits such as skin colour, physique, and hair texture, these
characteristics are extremely small variations compared to the numerous traits that all
human beings have in common. The concept of race has been used to oppress and shape
the realities of certain groups of people to advance the interests of White society
(Delgado & Stefancic, 2017). As such, regardless of immigration status, generational
status, or ethnocultural identification, Black individuals in Canada and the United States
tend to be treated similarly by the dominant society. However, Black Canadians differ
from African Americans in that the composition of the Black population in Canada is
more heterogenous than it is in the United States. As just discussed, there is considerable
variation in generational status and ethnocultural identification among Black Canadians,
whereas most Black individuals in the United States are at least second-generation
American and identify as “African American” (Rastogi, Johnson, Hoeffel, & Drewery,
2011).
The similarities between Black Canadians and African Americans means that knowledge
gained from studies with African Americans may also apply to Black Canadians and vice
versa. However, the aforementioned differences between Black Canadians and African
Americans highlight the importance of conducting more psychological research among
Black Canadians to better understand our unique experiences.
Black Canadian Mental Health Service Use
Black Canadians face several social and economic challenges that have negative
implications for our mental health (Public Health Agency of Canada, 2019). However,
evidence suggests that Black Canadians are underutilizing mental health services. For
example, a recent study used data from the Ontario Health Study, which surveyed over
5

eight thousand Ontario residents, and found that Black Canadians reported significantly
less mental health service use than White Canadians despite having significantly more
stressful life events (Grace, Tan, Cribbie, Nguyen, Ritvo, & Irvine, 2016). Another study
compared the pathways to care and duration of untreated psychosis for individuals of
Black-African, Black-Caribbean, or White-European origins from southern Ontario who
have experienced first-episode psychosis (Anderson, Flora, Ferrari, Tuck, Archie,
Kidd…McKenzie, 2015). This study found that there were differences in pathways to
care across the three groups. When compared with White-European participants, BlackCaribbean participants had increased odds of referral from an inpatient unit to early
intervention services and decreased chance of general practitioner involvement on the
pathway to care. In addition, Black-African participants had increased odds of having
first contact with the emergency department. It is evident that Black Canadians are less
likely than White Canadians to voluntarily use mental health services. However, there has
yet to be a clear explanation for why this is the case.
Factors Found to Impact Mental Health Service Use among Black Canadians
To my knowledge, only eight research studies have explored why Black Canadian
underutilise mental health services. Six of these eight studies examined a wide range of
factors that impact psychological help-seeking among Black Canadians. These factors
include: (a) the expectation to be strong, (b) the belief that Black people do not get
mentally ill, (c) spirituality, (d) the desire to keep difficulties hidden, (e) perceptions of
mental health professionals, (f) limited mental health literacy, and (g) demographics. The
following sections will review and consider each of these help-seeking related factors.

6

The expectation to be “strong”
Most of the research regarding Black Canadian help-seeking to date has involved
interviewing Canadian women of African and Caribbean descent about their 3experiences
with depression (Etowa, Keddy, Egbeyemi, & Eghan, 2007; Waldron, 2002), the stigma
around being depressed (Schreiber, Stern, & Wilson, 1998), and how their identity as
Black Canadian women influenced their depression and their ability to cope with
depression (Curling, 2013). The most prevalent theme that has emerged from this
research is the concept of being a “strong Black woman” and how it hinders Black
Canadian women from seeking professional mental health services.
For example, Etowa et al. (2007) found that fifty middle-aged African Canadian women
from Nova Scotia exhibiting symptoms of depression recognized the need to pay
attention to their mental health but were reluctant to do so because they needed to be
“strong.” Rather than seeking help to address their concerns, the participants reported
dealing with their depression by being a ‘strong Black woman’.
Similarly, a sample of twelve Black West-Indian Canadian women with depression from
southern Ontario reported that they managed their depression by “being strong”
(Schreiber et al., 1998). They described being strong as a cultural imperative. If they
talked to friends about their concerns, friends would respond by saying “get it together”
or “we’re strong, you got to be strong.” Likewise, these women described a strong black
woman as someone who overcomes obstacles (Schreiber et al., 1998). Another study,
with Black Canadian women from Southern Ontario who self-identified as having

3

When referring specifically to the participants in previous studies, I will use third-person plural pronouns
(i.e., they, them, and their) as I do not consider myself a part of the sample for these studies.
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depression, found that those who ignored their depressive symptoms did so as it was not
appropriate for them to be depressed because it was imperative that they be “strong”
(Curling, 2013).
One study conducted semi-structured interviews with 50 Black Canadian women from
Nova Scotia to gain an understanding of their perceptions of what it means to be a
“strong Black woman” (Etowa, Beagan, Eghan, & Bernard, 2017). Participants in the
study defined a strong Black woman as someone who is self-sufficient, strong willed, and
capable of doing everything. According to participants, strong Black women cannot
afford to be ill because there is so much and so many people depending on them. They
viewed the strong Black woman as someone who has overcome all obstacles. Only 10%
of the women saw the strong Black woman as a myth, saying that Black women are
portrayed as invincible, but they have weaknesses like everyone else. Most participants,
however, viewed the strong Black woman ideal as a reality. They explained that “falling
apart” and “being human” does not coincide with the strong Black woman persona,
which means that there is little room for weakness. The consequence of trying to live up
to the strong Black woman ideal is that Black women may refuse to admit that they are
stressed and instead bottle up their emotions. Thus, if being strong means not needing any
help, it becomes difficult to ever ask for support for mental health problems.
The notion that people in the Black community must be strong has also been found
among Black populations in the United States and the United Kingdom (e.g., Alvidrez,
Snowden, & Kaiser, 2008; Campbell & Mowbray, 2016; Sisley, Hutton, Goodbody, &
Brown, 2011). Research has suggested that African American women internalize
messages early in life that they should not expect to rely on others to have their needs met
8

(Romero, 2000). The “strong Black woman” trope likely originated during the time of the
transatlantic slave trade – when Black slave women were considered “the mules of the
world” because of the many burdens they carried (hooks, 1993, p.2, citing Zora Neale
Hurston). There is evidence that the expectation to be strong also applies to Black men in
the United States and the United Kingdom (Alvidrez et al., 2008; Campbell & Mowbray,
2016; Sisley et al., 2011). However, this observation has not yet been identified and
examined among Black Canadian men.
The belief that Black people do not get mentally ill
A related theme that came out of the literature about Black Canadian help-seeking was
also related to cultural norms within the Black community. That is, Black Canadians
seem to share the sentiment that mental health problems do not affect Black people. For
example, Black Canadian women from Southern Ontario with depression explained that
there was the prevalent notion that Black women do not get depressed and that depression
was “not a Black woman’s disease” (Curling, 2013). In a study that explored the
experiences and perceptions of problem gambling among African Canadians in Nova
Scotia, problem gambling was viewed as “a White man’s problem” that doesn’t affect
Black people (Njiwaji, 2012).
This belief seems to have initially appeared in Black mental health literature over two
decades ago (hooks, 1993). hooks (1993) spoke of the common myth in the Black
community that Black people simply do not have mental illness and it is only “silly
White people who have all these mental health problems and need therapy” (p. 70). It is
possible that people in the Black community have this belief because mental health and
mental illness have historically been researched and made known by White individuals
9

(e.g., Sigmund Freud, Emil Kraepelin, Carl Rogers, etc.). In addition, mental health
promotion campaigns further lead Black Canadians to believe that mental illness does not
apply to us because these campaigns predominantly feature White spokespeople and
rarely include Black people or other racial/ethnic minority groups (Ahmed & Dere, 2017;
Njiwaji, 2012).
Spiritual belief as a barrier to help-seeking
As previously mentioned, help-seeking seems to be viewed as culturally inappropriate for
Black Canadians. As an alternative, research suggests that Black Canadians view spiritual
support as one of the few acceptable means of coping with psychological distress. It has
been found that African Canadian women in Nova Scotia described dealing with their
depression by “turning to the Lord” (Etowa et al., 2007). This involved praying, talking
to their pastor, and having faith. Similarly, Black West-Indian women from southern
Ontario reported coping with their depression by seeking spiritual support (Schreiber et
al., 1998). It has also been found that some Black Canadian women who have sought help
for mental health concerns were initially reluctant to seek professional help because they
used spiritual explanations for their mental illness which were discordant with the
evidence of modern Western medicine (Waldron, 2002). This study further suggested
that, compared to Black Canadian women of Caribbean origins, Black Canadian women
who have immigrated from Africa are more likely to rely on spiritual or non-Western
traditional healing practices to address mental health concerns. Similarly, among Black
Nova Scotians, spirituality was identified as important for deciding whether or not to seek
professional help, as faith in God was important for coping with mental health concerns
(Njiwaji, 2012).
10

Spiritual coping has been found to be a commonly used and popular method of
addressing adverse life events among Black communities in Canada (Joseph & Kuo,
2009) and in the United States (Park, Holt, Le, Christie & Williams, 2018; Utsey, Bolden,
Lanier, & Williams, 2007). Religious or spiritual coping is thought to enhance resilience
by providing a foundation for optimism as well as a framework for comprehending
stressful situations (Barbarin, 1993). One study found that a sample of African Americans
experiencing serious personal problems were more likely to seek help from a minister
than from a family doctor, psychiatrist, or other mental health professional (Chatters,
Taylor, Bullard & Jackson, 2009). It has also been found that African Americans who
contacted clergy first when they had a serious emotional problem were less likely to seek
help from other professionals (Neighbors, Musick & Williams, 1998). However, research
in Canada has yet to empirically examine the extent to which Black Canadians’
preference for spiritual coping facilitates or hinders our use of mental health services.
The desire to keep difficulties hidden
On the other hand, some Black Canadians prefer to cope with mental health difficulties
by avoiding addressing the concern directly. For example, in a study that interviewed
older adult African Americans with depression, it was found that participants were more
willing to receive medical treatment for their physical illnesses than they were to receive
treatment for their depression (Conner, Lee, Mayers, Robinson, Reynolds, Albert, &
Brown, 2010). Black West-Indian Canadian women from southern Ontario reported
hiding their depression in fear of being shunned, or seen as weak or crazy (Schreiber et
al., 1998). Black Canadian women have also described intentionally ignoring their
depression symptoms (Curling, 2013). They explained that they ignored their depression
11

because they felt that it was not appropriate for them to be depressed. They described
being ashamed of their depression and so they hid their distress from others. Among
African Canadian problem gamblers in Nova Scotia, it was found that not only do
individuals with mental health concerns hide their mental illness, but the community also
hides its existence by not talking about it (Njiwaji, 2012). Participants in this study
explained that the silence and the lack of conversation about mental illness causes Black
Canadians to be unwilling to acknowledge having psychological difficulties.
This tendency to hide one’s psychological concerns seems to stem from the shame and
embarrassment often associated with having mental illness or needing professional
mental health services. In the extant literature, negative experiences such as shame and
embarrassment that accompany mental health concerns is often referred to as mental
illness stigma (Corrigan, 2004). According to Corrigan (2004) there are two types of
mental health stigma: public stigma and self-stigma. They are described and defined
below.
Public Stigma
Mental illness public stigma refers to how the public views and treats people who are
labeled as ‘mentally ill’ (Corrigan, 2004). Schomerus, Matschinger, and Angermeyer
(2009) explored two consequences of public stigma and how they interfere with
psychiatric help-seeking intentions: anticipated discrimination by others when seeking
help; and the desire to avoid social interaction with those seeking help for a mental health
problem. Their results showed that desire to avoid social interaction with those seeking
help for a mental health problem had significant negative correlations with intention to
seek psychiatric help. It has often been reported that members of the Black community
12

hide their mental illness to avoid negative reactions from others (Conner et al.,2010;
Njiwaji, 2012). Similarly, African Americans who have used mental health services have
reported experiencing public stigma from family, friends, and others (Alvidrez et al.,
2008).
Self-Stigma
On the other hand, people may also avoid the stigma of mental illness because of its
potential negative effect on their sense of self (Corrigan, 2004) – this concept pertains to
the idea of mental illness self-stigma. Vogel, Wade, and Haake (2006) have defined selfstigma associated with seeking psychological help as “the fear that by seeking help or
going to therapy, a person will reduce their self-regard, their satisfaction with themselves,
their confidence in themselves and their abilities, and that their overall worth as a person
will be diminished” (p. 326). Correspondingly, it has been found that self-stigma is
negatively correlated with psychological help-seeking (Lannin, Vogel, Brenner,
Abraham, & Heath, 2016; Vogel et al., 2006). Black individuals who have used mental
health services have reported feeling embarrassed and ashamed for needing psychological
help, whether or not other people knew they were seeking help (Alvidrez et al., 2008;
Curling, 2013).
Negative perceptions of mental health professionals
While it is important to consider how Black Canadians view the idea of help-seeking in
general, it is equally if not more important to explore our perceptions of mental health
professionals. In one study investigating how twelve Black West-Indian women
experience depression, it was found that less than half of the women in the study sought
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professional help (Schreiber et al., 1998). Those who did seek help found that the
treatment was helpful for them.
However, the literature has indicated that more often than not Black Canadians hold
unfavourable attitudes toward mental health professionals and mental health services.
Black Canadian women with depression stated that mental health professionals did not
understand their problems and their experiences of being Black women living in Canada
(Curling, 2013). These women explained that mental health professionals did not
understand the challenges that come with being Black (i.e., racism and discrimination). It
was their perception that mental health professionals did not value concerns related to
racism because these concerns were not discussed in therapy. Similarly, African
Canadians from Nova Scotia felt that mental health services were not culturally
appropriate for them (Njiwaji, 2012). They explained that service providers did not
incorporate cultural factors into consideration when planning treatment. In addition, they
were concerned that there was an underrepresentation of Black mental health service
providers. These concerns made participants fear that their experiences would not be
understood, should they decide to seek professional help. Some also expressed reticence
about seeking help from mental health services because they were mistrustful of
institutionalized services (Njiwaji, 2012). The participants noted that this mistrust
stemmed from the history of racism and mistreatment of Black people from the dominant
society. In fact, it has been found that past experience seeking professional psychological
help predicted unfavourable attitudes toward psychological help-seeking among Black
Canadians (Joseph, 2010; Taylor, 2018).
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Limited mental health literacy
Black Canadians also find it difficult to use mental health services because it is not
always clear when professional help is warranted. In a study exploring how Black
Canadian women from southern Ontario cope with depression, it was found that many
participants were not initially aware that they had depression (Curling, 2013). The
women described trying to push through their challenges without knowing that what they
were facing was actually depression. They reported that they eventually learned about
depression through the media and their physicians. Similarly, a study about the
experiences and perceptions of problem gambling among African Canadians in Nova
Scotia found that there was a lack of awareness that gambling is a form of addiction and
about available treatment services (Njiwaji, 2012).
These findings touch on the concept of mental health literacy, which can be defined as
knowledge about mental health and mental health services (Jorm, 2000). It has been
found that difficulty recognizing symptoms of mental illness and a lack of information
about mental health services has prevented Black individuals worldwide from seeking
mental health services even after symptoms are present (Conner et al., 2010; Njiwaji,
2012; Sisley et al., 2011; Waldron, 2002).
Demographic factors
Lastly, the current literature review also revealed that demographic factors play a role in
understanding help-seeking among Black Canadians. For instance, among a sample of
Black Canadian women from southern Ontario, it was found that women of higher
education and socioeconomic status were more likely to speak to a mental health
professional than women of lower socioeconomic status and education (Waldron, 2002).
15

It has long been acknowledged that more years of education and higher socioeconomic
status are associated with more favourable attitudes toward seeking help from a mental
health professional (Fischer & Cohen, 1972). A recent meta-analysis showed that level of
education significantly predicted psychological help-seeking even after controlling for
socio-demographic factors (Magaard, Seeralan, Schulz & Brütt, 2017).
It has also been found that younger Black Canadian women were more likely to embrace
Western concepts of mental illness than older Black Canadian immigrant women because
the former grew up in Canada (Waldron, 2002). This finding speaks to the influence of
acculturation on help-seeking attitudes. Acculturation is often defined as psychological
changes that occur when members of a minority group adapt to the culture of the
mainstream group (Berry, 1994). Research shows that higher levels of acculturation to
Western culture is significantly linked to more favourable attitudes toward psychological
help-seeking (Sun, Hoyt, Brockberg, Lam & Tiwari, 2016).
Considering that most of the available research about psychological help-seeking among
Black Canadians has been conducted with women, it can be concluded that Black
Canadian men might have an even greater aversion to using mental health services and to
discussing mental illness than Black Canadian women. Taylor (2018) found that Black
Canadian men reported significantly lower intentions to use mental health services than
Black Canadian women. This is unsurprising as help-seeking research has consistently
demonstrated gender differences in attitudes toward seeking professional psychological
help (Nam, Chu, Lee, Lee, Kim & Lee, 2010).
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Lastly, ethnicity has been found to moderate the relationship between gender and
psychological help-seeking attitudes such that ethnic minority men and women have
shown similar unfavourable attitudes toward psychological help-seeking; whereas White
women tend to have substantially more favourable attitudes toward psychological helpseeking than White men (Nam et al., 2010). Furthermore, research has found that White
women likely exhibit greater willingness to seek help from mental health professionals
because they have greater openness to the idea of psychological help-seeking than men
(Mackenzie, Gekoski, & Knox, 2006). These findings speak to the importance of
considering intersectionality in understanding psychological help-seeking behaviours.
Specifically, intersectionality pertains to the notion that every individual simultaneously
occupies multiple social categories such as gender, race, class, and others (Crenshaw,
2017).
Theoretical Explanations of Black Canadian Mental Health Service Use
So far, this review has covered the main factors that have been linked to mental health
service use among Black Canadians. Since the literature regarding Black Canadian helpseeking is very limited, these factors were identified and explained based mainly on six
available research studies. All six of these studies used qualitative methodologies, which
is fitting for researching a topic that is so understudied. Specifically, all the studies
collected data using structured and semi-structured interviews. In addition, there were
several commonalities across the six studies including themes of the expectation to be
strong (Curling, 2013; Etowa, Beagan, Eghan, & Bernard, 2017; Etowa, Keddy,
Egbeyemi, & Eghan, 2007; Schreiber et al., 1998; Waldron, 2002), spirituality (Etowa et
al., 2007; Njiwaji, 2012; Schreiber et al., 1998; Waldron, 2002), and having negative
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perceptions of mental health professionals (Curling, 2013; Njiwaji, 2012; Schreiber et al.,
1998). However, the main limitation of this body of literature is an absence of theoretical
frameworks in guiding psychological help-seeking research among Black Canadians.
This is exemplified by the fact that five out of six of these studies explicitly state that
they analysed the data by looking for themes, patterns, and categories (Etowa, Beagan,
Eghan, & Bernard, 2017; Etowa, Keddy, Egbeyemi, & Eghan, 2007; Njiwaji 2012;
Schreiber et al., 1998; Waldron, 2002). None of these studies analyzed the data with the
explicit aim of drawing connections among the themes and making inferences about how
the themes are interrelated, all of which are necessary for theory development (Corbin &
Strauss, 2007).
In addition, the results and findings from all six studies only provided in-depth
descriptions rather than theoretical explanations for help-seeking among Black
Canadians. Strauss and Corbin (1998) draw clear distinctions between theory and
description. They view descriptions as the use of words to invoke mental images of
objects, events, and experiences whereas theories are much more abstract and
explanatory. Rich in-depth descriptions are important and necessary in the qualitative
research. Grounded theorists use such descriptions in the beginning stages of theory
development. Strauss and Corbin (1998) define theory as “a set of well-developed
concepts related through statements of relationship, which together constitute an
integrated framework that can be used to explain or predict phenomena” (p. 15). Theories
are necessary in research as they allow researchers to make predictions about human
behaviour, they guide future studies’ hypotheses, and they are tools for problem
identification and intervention. To date, the only two theoretical models that have been
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used to explain Black Canadian help-seeking are Cramer’s (1999) model of
psychological help-seeking by Joseph (2010) and Ajzen’s (1991) theory of planned
behaviour by Taylor (2018).
Cramer’s (1999) model of psychological help-seeking
Joseph (2010) employed path analysis to test the degree to which Cramer’s (1999) model
of psychological help-seeking explained the willingness to seek professional
psychological help among 193 Canadians of African descent. Cramer (1999) analyzed
previously collected data using structural equation modeling to determine the
psychological antecedents of help-seeking behaviour. Cramer’s (1999) model of
psychological help-seeking explains that self-concealment (i.e., the desire to avoid selfdisclosure) leads to less favourable attitudes toward help-seeking and subsequently less
willingness to seek professional psychological help. The model also explains that selfconcealment leads to greater psychological distress which in turn leads to greater
willingness to seek professional psychological help. Cramer’s (1999) model has been
criticized for being overly reliant on statistics and model fit indices rather than being a
model that is conceptually or theoretically driven. In Joseph’s (2010) study it was found
that psychological distress and attitudes toward help-seeking were significant predictors
of willingness to seek help among Black Canadians. However, overall it was found that
Cramer’s model of help-seeking did not adequately fit the data.
This study also tested culturally expanded iterations of Cramer’s (1999) original helpseeking model, by including culturally specific factors that have been thought to
influence willingness to seek professional psychological help among people of African
descent. One such model showed that the preference for a Black therapist positively
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predicted willingness to seek help from a mental health professional. It was also found
that participants who stated that the race of the therapist was important had less helpseeking intention and less favourable help-seeking attitudes. Despite these new paths, the
results showed that the culturally modified models were still a poor fit for the data.
Theory of planned behaviour
The theory of planned behaviour is one of the most widely used models for explaining
health-related behaviours, including psychological help-seeking behaviour (Bohon,
Cotter, Kravitz, Cello, & Fernandez y Garcia, 2016; Conner & Sparks, 2005; McEachan,
Conner, Taylor, & Lawton, 2011). Recently, Taylor (2018) used structural equation
modeling to investigate how well the theory of planned behaviour explained
psychological help-seeking intention among 387 Black Canadians. The theory of planned
behaviour is a derivative of the theory of reasoned action (Ajzen & Fishbein, 1980). It
explains that intention to perform a behaviour is predicted by (a) attitudes toward the
behaviour, (b) subjective norms, and (c) perceived behavioural control (Ajzen, 1991).
Attitudes toward a behaviour can be thought of as the degree to which the individual
believes that engaging in the behaviour is desirable or not. Behavioural attitudes are
thought to be influenced by the individual’s knowledge about the negative and positive
consequences of engaging in the behaviour. Subjective norms is the degree to which the
individual believes that other people similar to them would engage in the behaviour.
Subjective norms are informed by the individuals’ beliefs about what constitutes
normative behaviour for the group within which they belong. Lastly, perceived
behavioural control is the degree to which the individual believes that they are able to
perform the behaviour in question. One’s level of perceived behavioural control is
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influenced by the number of perceived resources available for accomplishing the
behaviour and the number of perceived obstacles that impede the performance of the
behaviour. When the theory of planned behaviour was applied to a sample of Black
Canadians in Taylor’s (2018) study, it was found that the model did not fit the data well.
Results showed, however, that attitudes toward help-seeking and perceived behavioural
control were significant predictors of help-seeking intention while subjective norms was
not a significant predictor.
Taylor’s (2018) study also explored whether adding culturally specific variables to the
theory of planned behaviour would better explain help-seeking intention among Black
Canadians. This culturally expanded model included factors such as self-stigma, public
stigma, cultural mistrust, and preference from a Black mental health professional.
However, inclusion of these factors into the model did little to improve the model fit and
only half of the factors were significantly associated with help-seeking intention.
Modifying the expanded model by removing non-significant paths and respecifying new
paths yielded a new model that was found to fit the sample data well. The resulting model
explained that among Black Canadians, high levels of self-stigma led to negative
attitudes about help-seeking which in turn led to low intentions to seek help. The model
also showed that low perceived behavioural control led to negative attitudes about helpseeking which led to low intentions to seek help.
In another study, the theory of planned behaviour was used to predict the length of time
African American patients and/or their family members waited before they decided to
seek psychiatric health services after being diagnosed with psychosis in a hospital setting
(Compton & Esterberg, 2005). In this study, participants completed a theory of planned
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behaviour questionnaire measuring attitudes toward the behaviour, subjective norms, and
perceived behavioural control. The study found that neither attitude toward the behaviour
nor subjective norm were significantly correlated with how long participants delayed
seeking psychiatric health services after their family member was first hospitalized for
psychosis, perceived behavioural control was the only significant predictor. The higher
the perceived behavioural control the shorter the delay in seeking psychological help.
These studies have used pre-existing models as theoretical frameworks for help-seeking
among individuals in the Black community. This review has revealed that these models
help explain some aspects of how Black individuals decide to seek help, yet they fail to
sufficiently account for the experiences of this population. Therefore, pre-existing helpseeking models seem to be limited in terms explaining Black individuals’ experience of
deciding whether or not to seek professional psychological help.
Limitations of Current Theoretical Explanations of Black Canadian Help-Seeking
To date, research that has tested theoretical models to explain psychological help-seeking
among Black Canadians have used a deductive approach. That is, the aim has been to use
already established theories and test how well they apply to Black Canadians. However,
as demonstrated in the previous review, this line of research so far has not found preexisting help-seeking to be a good fit with the Black Canadian sample data in these
studies. In fact, theoretical models like the theory of reasoned action and the theory of
planned behaviour are often used to explain psychological help-seeking among ethnically
diverse samples (e.g., Compton & Esterberg, 2005; Kuo, Roldan-Bau & Lowinger, 2015;
Mo & Mak, 2009; Woods 2013) despite originating from Eurocentric experiences, ideals,
and values (Ajzen, 1991; Ajzen & Fishbein, 1980). The practice of imposing existing
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models on culturally diverse populations assumes that the process of determining one’s
willingness to seek psychological services is culturally universal. Pike (1967) describes
this tension in concepts he refers to as etic and emic approaches to cross-cultural
research. The etic approach to research involves using theories from outside the cultural
group of interest to explain behaviours and phenomena within that culture. Whereas the
emic approach to research involves studying behaviours and phenomenon using
perspectives derived from within the cultural group. Often cross-cultural researchers who
investigate similarities and differences between different cultures make the mistake of
imposing frameworks from their own culture when working with other cultures (Berry,
1989). Unfortunately, this results in the propagation of the dominant culture’s narrative
and the exclusion of perspectives from marginalized individuals and communities. What
follows is evidence demonstrating that such processes are not culturally universal and
that there are idiosyncrasies within Black culture that limit the applicability of
Eurocentric explanations of psychological help-seeking to Black Canadians.
The Process of Determining One’s Willingness to Perform a Behaviour is Not
Culturally Universal
The process of determining one’s willingness to perform a behaviour can be thought of as
understanding how individuals decide whether or not they want to perform the behaviour.
As such, it is important to understand the decision-making process Black Canadians
might employ when determining whether or not we want to seek professional help. There
are very few phenomena in psychology that are culturally universal, and decision making
is no exception. However, it has been said that not enough attention has been paid to
cultural determinants of decision making, as most psychological models of decision
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making are based on the study of American college students (Weber & Hsee, 2000). The
most common style of decision making used in Western culture is referred to as analytic
or cost-benefit-based decision making. This decision mode involves evaluating the
probability of potential positive and negative outcomes for the purpose of maximizing the
expected utility of one’s choice (e.g., von Winterfeldt & Edwards, 1986) and minimising
its cost (Payne, Bettman, & Johnson, 1993). This mode of decision making is exemplified
in theories such as the theory of planned behaviour (Ajzen, 1991) and the theory of
reasoned action (Ajzen & Fishbein, 1980). In both theories, the individual often decides
to perform the behaviour if the positive consequences of performing the behaviour
outweigh the negative consequences of performing the behaviour. The theory of planned
behaviour (Ajzen, 1991) and the theory of reasoned action (Ajzen & Fishbein, 1980) are
both so analytically driven that the original papers within which they are introduced
involve mathematical equations to explain the functions of the models.
Culture has a significant effect on which decision modes individuals tend to use most
often (Weber & Hsee, 2000). The effects of culture on how frequently people use certain
decision modes is a result of the cultural differences in cognitive styles, motivations, or
values. Accepting the analytic or cost-benefit-based mode of decision making as the
culturally universal mode of decision making has long been challenged. For instance,
Howard (1980) stated that “the idea of a ‘decision’ is a quintessentially Western idea, an
act of hubris to a believer in Eastern philosophy and a joke to the enlightened. Can you
imagine Buddha or Lao-Tzu making a decision?” (p.1).
There are, in fact, several other different modes of decision making (Weber & Hsee,
2000). For example, category-based decision making involves the decision maker putting
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the situation in a category and then deciding on the action or judgement that has been
previously assigned to that category (Simon, 1990). Subtypes of this decision mode
include stereotyped-based decision making (where a judgement or action is associated
with a stereotyped group), case-based decision making (the presenting problem evokes
similar situations in the past and what is done in this situation is dictated by what was
done in past similar situations), and role-based decision making (where certain social
roles are associated with certain rules and expectations of behaviour). Reason-based or
argument-based decision making occurs when an individual chooses the action or
judgement that has the most compelling reasons associated with it (Shafir, Simonson, &
Tversky, 1993; Hogarth & Kunreuther, 1995; Tyszka, 1998). Finally, affect-based
decision making is the process of making a decision based on holistic affective reactions
to different choice alternatives (Damasio, 1993; Epstein, 1994; Hsee & Kunreuther, 2000;
Loewenstein, Weber, Hsee, & Welch, 2001).
There are many reports about cultural differences in decision making styles particularly
between Westerners and Chinese individuals. For example, Yates and Lee (1996) suggest
that Chinese individuals often use a unique decision-making mode that they refer to as
the folk-precedent-matching method. In folk-precedent-matching when individuals are
confronted with a decision problem, they search for previous situations that are similar to
the one they are currently in (i.e., precedents). Often precedents are stories and legends in
the past. If the current decision problem is deemed similar to the precedent, the
appropriate action is to do what was done before. Thus, folk-precedent-matching is like
assigning the situation to a particular category and then following the rule associated with
that category. In this way, folk-precedent-matching is a variant of category-based or case25

based decision making. This decision-making style is not unique to Chinese individuals,
but it is quite rare among Western individuals. Furthermore, in many Asian cultural
groups, being more other oriented and collectivistic is highly valued, whereas in Western
culture there is greater emphasis on being self-oriented and caring more about personal
gain (Sue & Sue, 2016). This can affect styles of decision making because, role-based
decision making will foster social connectedness, while cost-benefit-based decision
making will be more effective in maximizing individual profit (Yates & Lee, 1996).
Therefore, people from more collectivistic cultures may be more likely to engage in rolebased-decision making while people in Western cultures may be more inclined toward
cost-benefit-based decision making.
This literature about decision making is relevant to understanding help-seeking among
Black Canadians as it begs the question as to whether cultural differences cause Black
Canadians to employ decision-making modes that differ from the standard Western
analytic or cost-benefit-based mode of decision making. For example, as previously
discussed, when Black individuals experience psychological or emotional concerns we
decide that because we are a Black woman (Curling, 2013; Etowa et al., 2007; Etowa et
al., 2017; Schreiber et al., 1998) or Black man (Alvidrez et al., 2008; Campbell &
Mowbray, 2016; Sisley et al., 2011) we must be strong, show forbearance, and thus not
seek professional help. This mode of thinking is reminiscent of stereotyped-based
decision making, where a judgement or action is associated with a stereotyped reference
group (Simon, 1990). In addition, throughout history, Black individuals have frequently
turned to religious institutions in times of distress (Agyekum & Newbold, 2016; Avent &
Cashwell, 2015; Este, 2004; Nguyen, Taylor, & Chatters, 2016) thus Black Canadians
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may also be engaging in case-based decision making. In case-based decision making, the
presenting problem evokes the memory of similar situations in the past. What is acted on
in the new situation is dictated by what was done in past similar situations (Simon, 1990).
In sum, it stands to reason that theories that engage analytic or cost-benefit-based
decision making will not fully explain Black Canadian help-seeking.
Culture has an important impact on what type of decision-making individuals use.
However, as mentioned above, many existing theories used to study and explain
psychological help-seeking among Black individuals were based on the experiences,
beliefs, and values of individuals from the White community. Thus, it is important to
consider the characteristics that make Black culture unique and how these unique cultural
characteristics inform our understanding of Black Canadian help-seeking.
How Unique Features of the Black Culture Might Influence Black Canadians’
Decisions to Use Mental Health Service
As discussed above, the effects of culture on how frequently people use certain decision
modes is a result of cultural differences in cognitive style, motivations, or values.
Therefore, applying Eurocentric models to a culturally dissimilar population, like the
Black population, would render such models inadequate. The following is a review of a
few key characteristics of Black culture. Considering that race is a social construction,
many of the features of Black culture are social processes and practices that are derived
from the experience of being a systematically oppressed group in societies dominated by
White individuals. As such these features ought to be viewed as social processes rather
than as intrinsic characteristics of Black individuals. The features I discuss include the
experience of anti-Black racism, prejudice, and discrimination; the importance of ethnic
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and racial identity; different worldviews; and the importance of spirituality and
religiosity.
Anti-Black Racism, Prejudice, and Discrimination
Racism is a common-place experience for people of colour (Delgado & Stefancic, 2017).
Racism is the belief that people can be divided into racial groups where certain racial
groups have characteristics that are inherited and unchanging that make them inferior to
other racial groups (Frideres, 2006). For example, in the 1980s and 1990s, a Canadian
psychologist who was a professor at the University of Western Ontario named Jean
Phillipe Rushton gained notoriety after publishing research about the relationships
between race and intelligence (Frideres, 2006). He concluded that Asian people are most
intelligent, followed by White people, and Black people are least intelligent.
Racism is also often reflected by institutions denying racial minorities fair and equitable
treatment (Frideres, 2006). This is referred to as institutional racism. Black Canadians
have experienced a great deal of institutional racism and segregation throughout
Canada’s history. There have been several examples of Black people being segregated,
excluded from, or denied equal access to opportunities and services such as education,
housing, employment, and immigration (Henry, 2019). In the early 19th century, Ontario
and Nova Scotia legislated racially segregated schools (Henry, 2019). Although not
legislated, other provinces including Alberta, Saskatchewan, New Brunswick, and Prince
Edward Island allowed residents to deny Black families access to local public schools.
Furthermore, there were periods at the turn of the 20th century where post-secondary
institutions such as McGill University, Dalhousie University, Queen’s University, and the
University of Toronto denied admission to Black students. Regarding housing and home
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ownership, access to colonial land grants and residential housing was restricted based on
race (Henry, 2019). For example, Black Loyalists in Nova Scotia and Ontario did not
receive the land grants they were promised. Racial discrimination against Black
Canadians has also extended to many areas of employment in Canada (Henry, 2019).
Black Canadians have been historically relegated to jobs in the service sector (e.g.,
barbers, waiters, janitors, general labours, or domestic servants) regardless of our
educational attainment. In terms of immigration, at the beginning of the 20th century, the
federal government authorized racial discrimination with the aim of keeping Canada
British and Anglophone immigrants and thus made efforts to keep Black and other nonWhite immigrants out of Canada (Henry, 2019). In 1911, the federal Liberal government
under Prime Minister Wilfrid Laurier drafted a legal order banning all Black Americans
from immigrating to Canada for one year. Although the law was not declared official, it
succeeded in instigating anti-Black racism in Canada. That same year, William Thoburn,
a Conservative politician in Ontario, said in the House of Commons ‘Let us preserve for
the sons of Canada the lands they propose to give to the n----rs,’ (Henry, 2019, p.17).
Although a lot has changed in Canadian history and society over the past century, opinion
surveys and provincial human-rights commission reports indicate that racism continues to
persist and Black Canadians continue to face discrimination in a variety of societal
spheres (Walter, 2013). Twenty-first century news reports have revealed that Black
Canadians are sentenced to prison at higher rates than White Canadians for identical
drug-crime charges (Rankin, Quinn, Shephard, Simmie, & Duncanson, 2002; Saunders,
2016). According to the Ontario Human Rights Commission, Black people are more
likely than White people to be injured or killed by Toronto Police officers (Hayes, 2018).
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Between 2000 and 2017, Black people made up 8.3% of Toronto’s population but we
accounted for 36.5% of fatal police encounters during that time (Dunn, 2018). Black
Torontonians were also overrepresented in investigations concerning the use of force by
police, sexual assault perpetuated by police, and inappropriate or unjustified searches and
charges (Hayes, 2018). In addition, economic inequality continues to be present in
Canadian society. Milan and Tran (2004) reported that the average salary of Black
Canadians is lower than that of other Canadians who are equally educated. Researchers
have pointed to racial discrimination as a key contributor to unemployment rates and
lower wages among Black Canadians than White Canadians (Block & Galabuzi, 2011).
Regarding immigration, some have questioned whether there has truly been a
deracialization of immigration control in Canada. Examinations of the Department of
Citizenship and Immigration’s stances on making immigration agreements with the
Caribbean between 1962 and 1966 revealed that the process of immigration control in
Canada continued to be structured by the idea of race and racist stereotypes (Satzewich,
1989).
Present day racism against Black Canadians also occurs within everyday interactions. In
an interview study with 50 African Canadian women from Nova Scotia it was found that
the most common experiences of everyday racism faced by the participants included
being stared at by strangers; being treated in an “overly” friendly or superficial way;
having one’s ideas be minimized, ignored, or devalued; being mistaken for another Black
woman; and being observed or followed while in public areas (Beagan & Etowa, 2009).
Similarly, a study was conducted where African American college students who attended
a predominantly White university completed daily diaries to document their experiences
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with everyday forms of racism (Swim, Hyers, Cohen, Fitzgerald, Bylsma, 2003). The
study found that one of the most common instances of racism was being stared at
suspiciously or with hostility. For instance, in stores or on streets, participants felt closely
watched with the implication that they were perceived as threatening or dangerous.
Another common example of everyday racism was verbal expressions of prejudice. These
verbal expressions of prejudice included direct racial slurs, insensitive comments, and
expressions of racial stereotypes or generalizations about African Americans. Participants
also reported experiencing racism in the form of receiving “bad service” from retail
stores, restaurants, classrooms, and other public establishments. Participants reported
being served, seated, waited on, or assisted after White American customers received
service, even if the African American participant had preceded them in line. Lastly,
participants reported “miscellaneous interpersonal offenses” such as general rudeness,
awkwardness, or nervousness from White American individuals; White American
individuals mistaking a participant for another Black person; and White Americans
avoiding close physical proximity of participants (e.g., on the street, in seating areas,
etc.).
In countries such as Canada and the U.S., racism against racial/ethnic minority
populations are increasingly taking the form of racial microaggressions (Sue et al., 2007).
Racial microaggressions are defined as “brief everyday exchanges that send denigrating
messages to people of colour because they belong to a racial minority group” (Sue et al.,
2007, p. 273). Disconcertingly, prior research indicates that most racial/ethnic minorities
in the U.S. who sought psychological treatment have experienced at least one
microaggression during the process (Hook et al., 2016; Owen et al., 2011; Owen, Tao,
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Imel, Wampold, & Rodolfa, 2014). Researchers have observed that microaggressions
perpetrated against Black individuals commonly happen when clinicians deny
racial/ethnic client-therapist differences (e.g., “I don’t see you as Black, I just see you as
a regular person”), minimize or dismiss the importance of racial/ethnic issues (e.g., “I’m
not sure we need to focus on race or culture to understand your depression”), and/or make
assumptions based on racial/ethnic group membership (e.g., “I know that Black people
are very religious”; Constantine, 2007; Hook et al., 2016; Sue et al., 2008).
Most contemporary models and theories of help-seeking have not considered the effects
of racism on the target population. For example, a popular theory like the theory of
planned behaviour would inaccurately assume that if a Black individual who required
mental health services had positive attitudes toward help-seeking then they would be very
likely to seek professional help. Such a model does not consider the fact that most mental
health professionals are White and that even if a Black individual thought it was a good
idea to seek professional help, they might refrain from doing so in fear of being
discriminated against. Thus, it is critical to consider contextual factors in the help-seeking
research with Black individuals and communities.
Importance of Ethnic and Racial Identity
Black racial and ethnic identity has been found to be more salient in the Black
community than in other racial/ethnic groups. This can be illustrated by comparing the
importance of racial/ethnic identity among Black individuals to the importance of
racial/ethnic identity among White individuals. To begin, the process of racial identity
formation between Black individuals and White individuals are very different (Sue &
Sue, 2016). According to Cross (1991, 1995), for Black individuals, the beginning stages
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of racial identity development involve having little pride in being Black. For some this
involves wanting to adhere to White ideals and norms and essentially wanting to be
White and “act White”. In later stages of Black identity development, the Black
individual begins having pride in being Black. They internalize positive attitudes toward
their blackness and become more committed to social change, social justice, and civil
rights. In contrast, the most prominent White identity development models look at how
White individuals become increasingly aware of themselves as racial/cultural beings (Sue
& Sue, 2016). During this process White individuals do not have to develop positive
attitudes toward being White as they begin the process by consciously or unconsciously
believing that Whiteness is superior (Hardiman, 1982; Helms; 1990). Theorists suggest
that at later stages of White identity development, White individuals learn to understand
themselves as racial/cultural beings, become more aware of sociopolitical influences of
racism, and become more appreciative of racial/cultural diversity (Sue & Sue, 2016).
Because White people have the privilege of not having to go through the process of
learning to have pride in or valuing their ethnic identity, it can be argued that their ethnic
identity is less important to them than it is to Black people.
Literature dating as far back as the 1980s demonstrates that Black individuals give
greater importance to racial/ethnic identity than do White individuals. One study found
that a sample of Black American college students rated the importance of racial-ethnic
identity as significantly higher than their White counterparts (White & Burke, 1987). It
has also been found that a sample of Black American college students were more likely
to use racial-ethnic descriptors (e.g., Black, African American) when describing
themselves whereas White American college students were more likely to describe
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themselves using personality trait adjectives (e.g., shy, friendly; Tatum, 1997).
Pinderhughes (1997) found that racial-ethnic identification seemed pervasive among
Black American youth but more periphery for White American youth. Many studies have
found that when White Americans are asked about their racial-ethnic identity, most say
that they do not think about it or that it does not really mean that much to them (Doane,
1997; Feagin & Vera, 1995; Hyde, 1995). Based on a review of the literature, it seems
that the most recent efforts to explore the personal importance of racial-ethnic identity
were made by Jaret and Reitzes (1999). In their study 533 Americans residing in the
lower forty-eight states of the United States were surveyed about the importance they
placed on their own racial-ethnic and other identities. It was found that Black Americans
were substantially more likely than White Americans to report that their racial-ethnic
identity is important to their self-concept. Although recent research has paid less
intention to the subjective importance of racial-ethnic identity, it has been found that
African Americans continue to strongly identify with being Black and view it very
positively (Hughes, Kiecolt, Keith, & Demo, 2015). In addition, African Americans who
have greater identification with being Black tend to have greater satisfaction with life,
greater self-esteem, greater perceived mastery, and fewer depressive symptoms (Ajibade,
Hook, Utsey, Davis, & Van Tongeren, 2016; Hughes et al., 2015; Yasui, Dorham, &
Dishion, 2004). Similarly, according to the Ethnic Diversity Survey, a large majority of
Canadians of African and Caribbean origin feel “a strong sense of belonging to their
ethnic or cultural group” (Lindsay, 2007, p. 16).
The importance of holding on to one’s Black identity understandably motivates Black
people to adhere closely to what are considered the norms of Black culture. The term
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“acting Black” has been used to describe behaviours, speech patterns, dispositions, and
styles commonly associated with African American culture (Peterson-Lewis & Bratton,
2004). Acting Black has also been defined as mannerisms that have been influenced in
some degree by hip-hop culture (Cousins, 2008). Notions of what it means to act Black or
follow Black cultural norms are often based on stereotypes and generalizations of Black
culture (Neal-Barnett, 2001; Thelamour & Johnson, 2017). Violating these norms and
demonstrating behaviour that is considered normative for White individuals is often
considered by the African American community as “acting White” (Durkee, Gazley,
Hope, & Keels, 2019; Murray, Neal-Barnett, Demmings, & Stadulis, 2012). The term
“acting White” first appeared in academic literature to describe racial insults by Black
youth to discourage assimilation into White culture (Fordham & Ogbu, 1986). Accusing a
Black individual of “acting White” is a form of cultural invalidation that is used as a
method of regulating people who do not conform to the norms or stereotypes of a certain
social identity (Contrada et al., 2001; Ethier & Deaux, 1994). Behaviours that have been
classified as acting White include using mainstream English, listening to what is
considered “White” music (e.g., rock, heavy metal, and classical music), having reserved
taste in clothing (e.g., wearing button up shirts, tennis shoes, penny loafers, or a tie), and
having White friends (Bergin & Cooks, 2002; Neal-Barnett, Stadulis, Singer, Murray, &
Demmings, 2010). Most of the research about the “acting White” accusation has been
conducted with adolescents. However, recent research suggests that the “acting White”
accusation is also prevalent among college-aged African Americans (Durkee, Gazley,
Hope, & Keels, 2019; Webb, Patrick, & Sulzer, 2018).
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As discussed above, Black individuals view seeking help from a mental health
professional as a behaviour that is normative for White individuals but not for Black
individuals. As such, some Black Canadians may consciously or unconsciously avoid this
behaviour to avoid being perceived as “acting White” by themselves or others.
Eurocentric models and theories of help-seeking would be unable to account for the
importance of maintaining one’s Black identity and thus be unable to explain the effects
of this variable.
Different Worldviews
Marginalized groups, like Black Canadians, also often have worldviews that differ
substantially from the worldviews of the dominant groups, like White Canadians. Black
Canadians and African Americans are strongly influenced by the subordinate position
that we have been assigned in society by the dominant members (Sue & Sue, 2016). Two
constructs that are important for the formation of worldviews are locus of control and
locus of responsibility (Dana, 1988; Ibrahim, 1991). Locus of control can be internal or
external (Rotter, 1966). Internal locus of control refers to the belief that what happens to
an individual is dependent on his or her own actions. External locus of control refers to
the belief that what happens to an individual is determined more by chance or luck. Locus
of responsibility is the amount of responsibility or blame one places on the individual or
system (Jones, 1997). Individuals who hold a person-centered orientation believe that
whether one succeeds or fails is determined by the abilities or inadequacies of the
individual. Those who hold situation-centered or system-blame orientations view the
sociocultural and sociopolitical environment as more powerful than the individual.
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People who hold this view see success and failure as generally dependent on social forces
and not necessarily on personal attributes.
In the dominant American culture, many individuals are characterized by having internal
locus of control and internal locus of responsibility (Dana, 1988). There is evidence that
White upper- and middle-class individuals adopt this worldview (Helms & Giorgis,
1980). High value is placed on personal resources for solving problems; self-reliance;
status achievement through one’s own effort; and power or control over the external
environment (Sue & Sue, 2016). Individuals with this worldview believe they can
improve their lives by their own efforts. Thus, it is unsurprising that individuals with this
worldview would be less hesitant to seek professional psychological services should they
experience an emotional or psychological concern. However, as a marginalized
community, Black individuals are less likely to hold this worldview (Helms & Giorgis,
1980; Ibrahim, 1991).
A different worldview is one characterized by external locus of control and external locus
of responsibility. People who have this worldview are high in system-blame and believe
they have little control over their situation (Ibrahim, 1991). These are more likely to be
people who view themselves as oppressed. When marginalized groups learn that their
efforts have little effects on the environment, the result is an expectation of helplessness
(Sue & Sue, 2016). In the face of oppression people with this worldview may decide to
give up on trying to achieve their goals. Slavery is a critical factor that has historically
shaped the sociopsychological functioning of Black individuals (Walker, 2013). Since
slavery placed Black individuals in a subservient and inferior role, we have been given
less opportunity to believe that we are masters of our own fate. A study comparing the
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locus of control and locus of responsibility between Black and White American college
students found that the worldview of Black students was external locus of controlexternal locus of responsibility whereas White students’ worldview was internal locus of
control-internal locus of responsibility (Helms & Giorgis, 1980). In relation to
psychological help-seeking, Black individuals may recognize that we are in distress but
may not seek help because we believe that we are powerless to improve their situation.
Another worldview that is held by some members of the Black community is one that
involves external locus of control and internal locus of responsibility (Macaranas-Sittler,
1986; Sue & Sue, 2016). People with this worldview accept the dominant culture’s
definition of self-responsibility (Ibrahim, 1991). Marginalized individuals who hold an
external locus of control-internal locus of responsibility worldview deny the existence of
racism. They believe that the hardships their people are going through are their own fault
and responsibility. Macaranas-Sittler (1986) found that African American, Latin
American, and Native American college students shared an external locus of control and
internal locus of responsibility orientation. This worldview may cause some Black
individuals to not seek help because they believe that they are deserving of whatever
hardship they are experiencing.
Lastly, one can have a worldview involving internal locus of control and external locus of
responsibility. Individuals with this worldview feel efficacious and that their actions
make a difference (Ibrahim, 1991). Yet, they also realize that their situation and
circumstances are not their fault, but the fault of the society around them. They
realistically perceive that external barriers of discrimination, prejudice, and exploitation
block their paths to the successful attainment of goals. Much evidence indicates that
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people who are ethnic minorities are becoming increasingly conscious of their own racial
and cultural identities as they relate to oppression (Sue & Sue, 2016). Black individuals
with this worldview would likely be motivated to address emotional and psychological
concerns but might be hesitant to use mental health services because of the oppressive
nature of the dominant society within which these services are run.
Spirituality and Religiosity
Spirituality and religiosity play important roles in the lives of many Black individuals. A
sizable proportion of Canada’s Black population are the descendants of Black Canadians
who were Black Loyalist or Black Canadians who were the slaves of White Loyalists
who settled in Nova Scotia in the late 1700’s (Walker, 2013). During those early
settlement times many Black Canadians, who were predominantly Anglican, Methodist,
and Baptists, found themselves treated as second class citizens in the church (Gillard,
1999). The formation of Black churches was a direct reaction to the racism and
exploitative nature of Canadian society (Walker, 1995). Black churches allowed Black
Canadians to have a positive identity, a sense of self-worth, and a reprieve from the
racism and discrimination in Canada (Walker, 1995). Black churches have been vital to
the development of Black communities across Canada (Hill, 1981; Walker, 1995). Hill
(1981) provided an in-depth account of the influence of Black churches on Black
communities in Southern Ontario. In his book he stated that “the earliest and most
important institutions in all Black Upper Canadian communities were the churches”
(p.130). The Union United Church, the first Black Church in Montréal, Québec, is
credited as playing a significant role in the establishment of Montréal’s Black community
(Este, 2004). The Union United Church and its affiliated churches served as a social
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welfare institution for Black community members from 1907 to 1940. As such, Black
Canadians in Montréal gained access to basic needs, employment, and financial support.
In addition, the church promoted a sense of community by facilitating social,
recreational, and educational activities.
Present day, most of the Black Canadian population are immigrants or are the
descendants of immigrants from the Caribbean or Africa. It has been found that diverse
religious and spiritual traditions are well-established features of Black Caribbean culture
(Stewart, 1999). It has been found that among Black Caribbean immigrants, religious
beliefs and practices are a central component of their life histories and immigration
experiences (Bashi, 2007; Vickerman, 1999). In the United States, it has been found that
Caribbean Black Americans (i.e., persons currently residing in the United States who
self-identified as Black, stated that they were of West Indian or Caribbean descent, or
indicated that their parents or grandparents were born in a Caribbean country) and
African Americans (i.e., persons currently residing in the United States who only selfidentified as Black) indicated higher levels of religious participation than non-Hispanic
White Americans (Chatters, Taylor, Bullard, & Jackson, 2009; Taylor, Chatters, &
Jackson, 2007). Similarly, Caribbean Black Canadians have expressed the importance of
religion in their lives. In a study with Black West-Indian women with depression living in
Southern Ontario, most of the participants in the study stated that religion was an
important part of their lives (Schreiber et al., 1998). It was found that in this study all the
women in the study grew up in the church, believed in God, and attended church at least
occasionally.
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Similarly, Black Canadian immigrants from Africa have been found to be more religious
than White Canadians. Religion has undergone substantial changes throughout African
history (Mensah, 2014). Attempts by European powers to dispose of African religions
during colonialism were met with resistance and hybridization, resulting in the formation
of various African Initiated Churches on the continent (Mensah, 2014). African Initiated
Churches developed brands of Christianity which became very attractive to many
Africans (Adogame, 2007). Islam has had an equally long-standing influence in Africa.
In the seventh century many Muslims fled to North Africa to escape religious persecution
(Mensah, 2014). Contemporary African Muslims hold many beliefs, even though most of
them are Sunni (Mensah, 2014). Therefore, it is not surprising that the majority of Black
continental African immigrants to Canada are either Muslims or Christians (Mensah,
2009). For example, it has been found that churches and mosques hold great significance
for Ghanaian (a predominantly Christian community) and Somali (a predominantly
Muslim community) immigrants in Hamilton, Ontario (Agyekum & Newbold, 2016).
As follows, to explain and understand Black Canadian help-seeking one must account for
the significant impact of religion and spirituality to this community. Not considering
religiosity and spirituality, as in most Eurocentric theories of help-seeking, could result in
discounting the important role the church and other religious institutions have historically
played in providing the Black community with critical spiritual, social, emotional, and
psychological support (Agyekum & Newbold, 2016; Avent & Cashwell, 2015; Nguyen,
Taylor, & Chatters, 2016). Likewise, one might overlook the possible explanation that
Black Canadians may underutilize professional psychological services because of the
variety of supports offered by religious institutions. In addition, the church has been
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instrumental in allowing Black people to gain independence from an often discriminatory
and hostile societal environment (Avent & Cashwell, 2015; Chatter et al., 2009; Mensah,
2014). The refuge offered by religious institutions allowed the Black community to foster
a sense of self-efficacy and self-sufficiency. These considerations could potentially
contribute to one explanation for Black Canadian help-seeking that would otherwise be
overlooked if one were to rely solely on existing theories of psychological help-seeking.
Gaps in the Literature
Firstly, much of the current literature about psychological help-seeking within the Black
community comes from the United States. However, Black Canadians differ from
African Americans in that the composition of the Black population in Canada is more
heterogenous than it is in the United States. It is, therefore, imperative to conduct
psychological help-seeking research among Black Canadians to better understand our
unique experiences.
Another major gap in the literature is that most of the available empirical knowledge
pertaining to Black Canadian psychological help-seeking thus far is based heavily on data
collected from Black Canadian women living in Ontario or Nova Scotia. Black Canadian
men are severely underrepresented in the present help-seeking research and literature.
Considering the intersection of multiple social identities will allow for a more
comprehensive and accurate understanding of Black Canadian help-seeking that accounts
for the diversity with this community and avoids oversimplification of Black people’s
experiences. In addition, although Ontario has the largest Black population in Canada,
large communities of Black Canadians live in Québec, Alberta, and British Columbia
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(Statistics Canada, 2019). Thus, valuable information can be gained from sampling
participants from diverse regions across Canada.
The main weakness in this existing literature is the emphasis on in-depth descriptions of
factors that influence help-seeking intention instead of developing culturally-informed
theoretical explanations about how Black Canadians decide whether or not to seek help.
Descriptions use words to invoke mental images of objects, events, and experiences,
whereas theories are much more abstract and explanatory (Strauss & Corbin, 1998).
Theories are necessary in research as they allow researchers to make predictions about
human behaviour, they guide future studies’ hypotheses, and they are tools for problem
identification and intervention. Furthermore, it has been found that Eurocentric
theoretical models of psychological help-seeking do not seem to fit the experiences of
Black Canadians (Joseph, 2010; Taylor, 2018). Considering that the experiences and the
culture of Black individuals are much different from those of White individuals, it stands
to reason that theoretical models derived from White samples would not adequately
capture the experiences of Black people. Therefore, an inductive approach is needed to
create a theoretical help-seeking model that is derived from data directly collected from
Black Canadians (i.e., a grounded theory of Black Canadian psychological help-seeking).
For these above reasons, in this study I will use an inductive approach by sampling the
lived-experiences of Black Canadians to generate a Black Canadian theory of
psychological help-seeking. The results of this study are intended to provide muchneeded understanding of the psychological, social, cultural, and structural barriers of
help-seeking for Black Canadians. As well, the study’s findings will contribute to the
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implementation of culturally-responsive mental health interventions for this growing yet
seriously underserved and under-researched ethnic population in Canada.
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CHAPTER 2
STUDY OBJECTIVES
Purpose and Research Question
In the present research, my objective was to better understand Black Canadians’
willingness to seek help from mental health professionals. I explored and addressed this
research question: ‘How do Black Canadians decide whether we want to seek help from a
mental health professional?’ This study filled the aforementioned gaps in the literature by
sampling experiences from both Black men and women across Canada. The present study
is also distinct from previous research as I adopted qualitative grounded theory
methodology to empirically generate a theory of psychological help-seeking grounded in
data collected from a diverse sample of Black Canadians. In this study, I employed the
Corbin and Strauss (2007) version of grounded theory; that is, Straussian grounded
theory. Compared to the classical grounded theory approach (Glaser & Strauss, 1967),
Straussian grounded theory places a greater emphasis on the use of a systematic process
of coding data. In addition, Straussian grounded theory differs from constructivist
grounded theory (Charmaz, 2006) because of its emphasis on constructing theories that
seek causal explanations for the phenomenon under investigation. In contrast, research
based on constructivist grounded theory “aim to get indeterminacy rather than seek
causality and give priority to showing patterns and connections rather than to linear
reasoning” (Charmaz, 2006, p. 126). In sum, Straussian grounded theory is post-positivist
in that theoretical interpretations are tested against the raw data and the objectives are
explanation and prediction.
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Ensuring Quality Qualitative Research
To generate a grounded theory of Black Canadian mental health service use, it was
imperative that I conducted a quality qualitative study. Seale (2002) stated that within
qualitative research, “quality is elusive, hard to specify, but we often feel we know it
when we see it. In this respect research is like art rather than science,” (p. 102). However,
there is debate about how one achieves quality in qualitative research. Some researchers
view a quality study as having validity (Hammersley, 1987; Silverman, 2005).
Hammersley (1987) argued that a qualitative study has validity if “it represents accurately
those features of the phenomena that it is intended to describe, explain, or theorize” (p.
67). However, this kind of statement has limitations because it is not necessarily possible
to know if one’s representation of a phenomenon is “accurate”. Multiple people could
represent the same phenomenon in diverse ways. The critical questions are: How can one
know which representations are accurate and which are inaccurate? and can there not be
more than one accurate representation of the phenomenon?
The pursuit of validity and reliability carries a very quantitative connotation. By this I
mean that it focuses on the “scientific” aspect of conducting qualitative research but does
not evaluate it for its creative aspects. Charmaz (2006) offers a list of criteria for
evaluating grounded theory that addresses both the scientific and creative aspects of
qualitative research. She breaks the criteria down into four categories: (1) credibility, (2)
originality, (3) resonance, and (4) usefulness. The following sections describe each of
these concepts in more depth.

46

Credibility
Similar to Charmaz (2006), Lincoln and Guba (1985) and Glaser and Strauss (1967)
emphasize the importance of credibility in conducting quality qualitative research. Glaser
and Strauss (1967) state that for a study to be judged as credible there must be sufficient
detail and description of how the study was conducted. There should also be sufficient
evidence about how the data were collected and analyzed so that the reader can assess
how the researcher came to his or her findings and conclusions. In addition, Glaser and
Strauss (1967) advise researchers to collect data from multiple comparison groups and to
specify what types of data were used for the researcher’s interpretations. Highlighting the
importance of credibility and applicability of a qualitative study can help circumvent
arguments around validity and reliability of qualitative research. If the results of a study
are credible and applicable that means that these findings can hold up to scrutiny, explain
situations, and prove useful in practice - qualities that are of a greater relevance and
significance than philosophical debates over research validity and reliability.
Originality
Glaser and Strauss (1967) echo Charmaz’s (2006) sentiment about originality by stating
that quality qualitative grounded theory studies are not just a repeat of what has been
done before. They argue that the research ought to be “creative in its conceptualization
but grounded in data” (p. 302).
Resonance
In terms of resonance, Corbin and Strauss (2015) state that, “quality qualitative research
is research that makes the reader, or listener, stand up and say things like ‘wow,’ ‘I’m
touched,’ ‘now I understand,’ ‘that has power,’ ‘I feel like I’ve walked in those
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participants’ shoes,’ ‘there is so much depth in the study that it covers detail that I never
knew about this subject and more,’ ‘this is something I can use in my practice, in my
life,’”(p. 337). Simply put, quality qualitative research is research that resonates with
readers and participants.
Usefulness and Applicability
Glaser and Strauss (1967) also agree with Charmaz (2006) that quality research has
usefulness and applicability. Glaser and Strauss (1967) consider a grounded theory study
to have applicability if: (1) it is clearly relevant to the area from which it was derived and
in which it will be used; (2) it is readily understandable to laypeople and professionals;
(3) it is general enough that it can be applied to various situations and populations; and
(4) it provides information that can lead to change.
In addition to credibility, originality, resonance, and applicability, I also agree with
Corbin and Strauss’s (2015) view that a quality qualitative grounded theory study also
has to have methodological consistency, researcher self-awareness, training in how to
conduct qualitative research, and rigour.
Methodological Consistency
Methodological consistency means following the relevant procedures of the study design.
While there are different versions of grounded theory, the procedures that are consistent
and commonly shared among the different variants include using constant comparisons,
identifying and developing concepts, theoretical sampling, and theoretical saturation
(Charmaz, 2006; Corbin & Strauss, 2015; Glaser & Strauss, 1967). Furthermore, there
are some versions of grounded theory where the researchers strive to build a theory and
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other versions of grounded theory studies where the researchers do not intend to generate
a theory. For researchers who want to build theories, as is the case in the current study,
the procedures relevant to this type of design involve the following: 1) identifying a core
category; and 2) integrating all other categories with this core category. According to
Corbin and Strauss (2015) a core category is: “a concept that is sufficiently broad and
abstract that summarizes in a few words the main ideas expressed in the study” (p.193).
Therefore, if a researcher uses only one or two of these procedures or does not build
theory, they cannot claim to be doing a grounded theory study.
Researcher Self-Awareness
Earlier in this document, I discuss the importance of considering my assumptions and
biases as a researcher. This entailed keeping a research journal and/or writing frequent
memos about my reactions during data collection and analysis. Keeping a research
journal and memoing helped keep me cognizant of the influences my assumptions and
biases might have on the research process.
Need for Qualitative Research Training
It is important to consider the researcher’s training in conducting qualitative research
because many researchers have the misconception that doing qualitative research is easy.
Doing quality qualitative research requires a sound educational foundation in qualitative
methods, with training in data gathering and analysis.
Rigour
Finally, the researcher must also work hard in designing and conducting qualitative
research to ensure rigour. This speaks to the methodological rigour of the study as
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emphasized by researchers such as Guba and Lincoln (1989), Morse (2015), and Creswell
& Poth (2018). Indications of methodological rigour relevant to the present study include
prolonged engagement with the raw data, negative case analysis, attending to indices of
saturation, peer review debriefing, member checking, and the use of thick description
when reporting the results.
To summarize, a quality qualitative study is one that shows evidence of credibility,
originality, applicability, methodological consistency, researcher self-awareness,
evidence of qualitative research training, and rigour. In Table 1, I list each of these
criteria, the corresponding stage of the research within which they are most relevant, and
pertinent questions to consider when judging for each of these criteria. Many of the
questions listed in this table are based on recommendations in Corbin and Strauss’s
(2015) chapter on evaluating quality grounded theory studies. These criteria served as the
benchmarks for the current study.

50

Table 1
Guiding Questions for Judging the Quality of a Qualitative Grounded Theory Study at Each Stage of the Research
Stage of Research
Quality Criteria
Questions to Consider
evidence of qualitative
Has the researcher demonstrated sound educational foundation in qualitative methods
research training
with training in data gathering and analysis?
Before/During
researcher self-awareness
Has the researcher considered his or her assumptions and biases?
Data Collection
Is there evidence or examples of memos?
Did the researcher keep a research journal or notebook?
methodological
Was theoretical sampling used, and was there a description of how it proceeded?
consistency
Did data collection alternate with analysis?
Were the concepts driving the data collection arrived at through analysis (based on
theoretical sampling), or were concepts derived from the literature and established
before the data were collected (not true theoretical sampling)?
During Data
Is there a core category, and is there a description of how that core category was
Collection
arrived at?
Are each of the categories developed in terms of their properties and dimensions so
that they show depth, breadth, and variation?
Has context been identified and integrated into the theory?
Has process been incorporated into the theory in the form of changes in action–
interaction in relationship to changes in conditions?
Credibility
Is there sufficient detail and description of how the study was conducted?
Is there sufficient evidence about how the data were collected and analyzed so that
the reader can assess how the researcher came to his or her findings and conclusions?
Is there a description of how coding proceeded along with examples of theoretical
During/After Data
sampling, concepts, categories, and statements of relationship? What were some of
Collection
the events, incidents, or actions (indicators) that pointed to some of these major
categories?
Was data collected from multiple comparison groups and specifying what types of
data that were used for the researcher’s interpretations.
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Originality
resonance

Applicability

Rigour

Are there gaps, or missing links, in the theory, leaving the reader confused and with a
sense that something is missing?
Are the findings presented in a creative and innovative manner?
Does the research say something new or put old ideas together in new ways?
Do the findings resonate or fit with the experience of both the professionals for whom
the research ended and the participants who took part in the study?
Can participants see themselves in the story even if not every detail applies to them?
Does it ring true to them?
Do professionals and participants react emotionally as well as professionally to the
findings?
What is the core category, and how do the major categories relate to it? Is there a
diagram depicting these relationships?
Is the core category sufficiently broad so that it can be used to study other populations
and similar situations beyond this setting?
Is there descriptive data given under each category that brings the theory to life so
that it provides understanding and can be used in a variety of situations?
Do findings give insight into situations and provide knowledge that can be applied to
develop policy, change practice, and add to the knowledge base of a profession?
Are the limitations of the study clearly spelled out?
Is there evidence of prolonged engagement with the raw data?
At what point did data collection end or a discussion of saturation end?
How is saturation explained, and when and how was it determined that categories
were saturated?
Did the researcher(s) encounter any problems while doing the research?
Is there any mention of extreme and/or negative cases, and how was that data
handled?
Was there feedback on the findings from other professionals/peers?
Was there feedback on the findings from participants?
Were changes made in the theory based on this feedback?
Did the researcher use of thick description when reporting the results?
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CHAPTER 3
METHODS
Researcher Description
Experience and Training in Qualitative Methods
I participated in several qualitative research projects prior to conducting this current
grounded theory study. In one study, I assisted by taking notes during focus groups and
transcribing the focus group audio-recordings for a study exploring burnout and job
satisfaction among staff working at a school for children with behavioural and other
mental health disorders. In another study, I assisted with analyzing visual and audiovisual media for themes related to the cultural diversity of Bell Let’s Talk campaigns.
During my master’s thesis study, I gained experience with qualitative research because I
included one open-ended question in my questionnaire that asked participants to describe
what changes should be made to make mental health services more accessible to Black
Canadians. I used Nvivo to explore how frequently people mentioned certain words in
their responses and then clustered semantically similar words together to create themes.
Lastly, in preparation for the current study, I completed a graduate-level qualitative
methods research course where I learned about different research paradigms,
epistemology, and gained a broad overview of the various existing qualitative methods.
Within this course, I led a seminar about the theory, history, and application of grounded
theory.
Researcher Assumptions and Theoretical Orientation
An important part of conducting qualitative research is having awareness of one’s own
presuppositions, assumptions, biases, and theoretical orientation. This enhances
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transparency and enhances the reader’s ability to check for researcher bias (Morse, 1994).
When constructing theories, Strauss and Corbin (1998) acknowledge that a researcher’s
interpretation of data is an unavoidable aspect of the process. Corbin (1998) writes “How
can one remove who and what one is from the comparative process? An analyst can only
compare based on how s/he reads the data. One would hope that by ‘sticking to the data’
the analyst is left out of the interpretive process, but this is highly unlikely” (p. 123).
Therefore, before conducting this study I, the principal investigator, reflected on who I
am, and how my personal characteristics might have played a role in conducting this
research study.
Researcher assumptions and biases
I am a second-generation Canadian female in her mid-20s with Jamaican heritage who
self-identifies as Black. As a member of the Black community, I have the unique
privilege of being a researcher who is very familiar with the experiences of the sample
whom I studied. Not only can I draw on my own experiences as a Black Canadian, I can
also reference the diverse lived experiences of my Black Canadian friends, family, and
community members. I hope that my in-group membership had helped enhance the
trustworthiness and the credibility of the study and its findings. Although I consider
myself a member of the Black community, being a doctoral candidate in Adult Clinical
Psychology at the University of Windsor sets me apart from most of the people in the
Black community. I have also had periods in my life where, in hindsight, I needed
professional psychological services but did not seek them and other periods in my life
where I had used mental health services myself.
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My personal characteristics and experiences prompt me to hold a variety of beliefs and
assumptions about Black Canadian mental health service use. Firstly, due to my
education and training, I operate under the assumption that everyone and anyone can and
would benefit from psychotherapy and psychological treatment. I have personally
provided psychological services to a wide range of culturally and ethnically diverse
clientele, including clients from the Black community, and have seen most clients benefit
from the treatment firsthand. Second, as a member of the Black community I hold the
assumption that we, as Black individuals, pride ourselves in having a sense of selfsufficiency and independence. Based on my personal experiences, my conversations with
other Black Canadians, and my review of previous literature, I have come to believe that
we would rather solve our problems on our own than ask a professional for help. These
beliefs and assumptions may have impacted my interpretation of the findings. Therefore,
as a researcher, I remained mindful of my beliefs and assumptions throughout the data
collection and analysis process.
Theoretical orientation
As a researcher whose prior research experiences have predominantly been with
quantitative psychological research, including my own master’s thesis study, I have now
realized and recognized that I am a post-positivist. As a post-positivist, I have the critical
realist perspective that reality can be imperfectly understood through empirically testing
hypotheses. Therefore, in this study I chose a qualitative methodology that aligns with a
post-positive orientation, that is, Straussian grounded theory. In addition, being a
psychology researcher prompted me to be more likely to view phenomena from the
individual and interpersonal level; my interpretation of the study’s data therefore
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reflected this bias. If I were a sociologist, for example, I might have interpreted the data
from a more organisational or systems level perspective. In addition, I consider myself an
advocate for the Black Community. I believe that Black individuals face a multitude of
injustices. I also believe that one’s individual perception of reality is constructed within a
social-historical context. Hence, my research is influenced by a critical theory research
paradigm. In critical theory studies, research outcomes can include critiquing current
social structures, locating injustice, and bringing about changes that will improve the
well-being of the population of interest.
Ethics
Prior to launching the study, I sought and received the approval from the Research Ethics
Board (REB) of the University of Windsor. The REB derives its authority from the
federal guidelines in the Tri-Council Policy Statement: Ethical Conduct for Research
Involving Humans. The REB handles the ethical oversight of all research with human
participants conducted by faculty, staff, and students at the university.
Participant Recruitment
Participants in the present research were recruited using several methods. One method of
recruitment included creating posters (see Appendix A) that were shared on Facebook
groups designed by Black communities across Canada, including Black communities in
Vancouver, Montréal, Toronto, and Ottawa. I also contacted Black Canadian cultural
organizations (e.g., the Africa Centre in Edmonton, the Nova Scotia Brotherhood, the
Council for Black Aging Community of Montréal, and the Fabiola’s Addiction and
Mental Health Awareness and Support Foundation in Ottawa) to help me promote the
recruitment of participants in their organizations and by forwarding recruitment emails or
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making announcements to their members. Lastly, most of the study’s participants were
recruited through the “snowball” technique. Specifically, I asked participants to share and
inform their friends and family about the study and to encourage their participation.
Participants’ Demographic Information
The sample consisted of 30 Black males (n=15) and females (n=15) who resided in
Canada. All the participants self-identified as Black. The ages of the participants ranged
from 16 to 62. The average age of the sample was 37.2. When describing their ethnic or
cultural identity they also used identifiers such as Congolese (n=1), Afro/AfricanCanadian (n=3), Black Canadian (n=4), Mixed Race (n=3), Barbados (n=1), Caribbean
(n=4), Haitian (n=2), African (n=3), West Indian (n=2), Jamaican (n=2), American (n=2),
British (n=1), and African Nova Scotian (n=1). The cities participants lived in included
Edmonton (n= 5), Halifax (n=3), Laval (n=1), Montreal (n=5), Ottawa (n=4),
Scarborough (n=2), Toronto (n=5), Vancouver (n=4), and Whitby (n=1). Likewise, the
provinces participants lived in included British Columbia (n=4), Alberta (n=5), Ontario
(n=12), Quebec (n=6), and Nova Scotia (n=3). The participants represented multiple
immigrant generation statuses: 6 were 1st generation Canadian (i.e., born outside of
Canada and immigrated to Canada after the age of 12); 8 were 1.5th generation Canadian
(i.e., born outside of Canada and immigrated to Canada before the age of 12); 13 were 2nd
generation Canadian (i.e., born in Canada with at least one parent born outside of
Canada); 1 was 3rd generation Canadian (i.e., they and both their parents were born in
Canada); and 2 were beyond 3rd generation Canadian (i.e., at least they, their parents, and
their grandparents were born in Canada). Most participants were born in Canada (n=17),
with some who were born in Burundi (n=1), the Bahamas (n=1), Haiti (n=3), Jamaica
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(n=5), the United Kingdom (n=1), the United States (n=1), and the West Indies (n=1). Of
the participants who answered the question, they stated that their parents were born in
countries including Barbados (n=2), Great Britain (n=2), Jamaica (n=8), Canada (n=3),
Trinidad (n=2), Haiti (n=3), Dominica (n=1), Congo (n=1), Ghana (n=2), Guyana (n=2),
South Africa (n=1), and St. Lucia (n=1).
The employment statuses of the participants were: working full-time (n =18); working
part-time (n = 3), students (n = 2), unemployed (n = 2), self-employed (n = 3), full-time
mom (n = 1), and on disability working full-time but laid off because of COVID-19 (n =
1). The highest level of education completed by participants were completions of a 2-year
college program (n=8), a university degree (n=12), graduate or professional school (n=7),
and high school (n=1). One participant did not report their highest level of education.
When asked about their religious affiliation participants reported no religious affiliation
(n=7), Christianity (n=15), being spiritual, spiritually aware, or having faith in a higher
power but not religious (n=5), Voodoo (n=1), and Buddhist (n=1). Three participants did
not report their religious affiliation. Two thirds of the participants in this study (n=20)
reported having used mental health services at some point in their lives.
Data Collection Procedures
Interested participants were instructed to access a Qualtrics webpage where they first read
the consent form for the study and were asked to give consent to the information
provided in the form. Next, they supplied their email addresses and potential dates and
times for scheduling an online individual interview. Lastly, participants completed a
demographic questionnaire that asked for their age, gender, ethnicity, educational
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attainment, religious affiliation, generational status, and city of permanent residence (see
Appendix B).
Setting Up the Interview
I contacted participants by email to finalize the date and time of the interview. The online
interviews were conducted using a free online conferencing application called Doxy.me.
Doxy.me does not require anyone to register to use it. Doxy.me is built on top of
WebRTC, a browser-to-browser API backed by the W3C to allow video chat, file
sharing, and text messages without plug-ins. No video, voice, text messages, or shared
files passed through any servers, so the data was sent directly between the participant and
I. WebRTC encrypts all the messages sent out to prevent others from listening into
conversations. Since all the interviews were done online, there were technical difficulties
such as poor internet connection, participants' audio and video hardware malfunctioning,
and the participants’ devices not having the system requirements for using Doxy.me.
Technical difficulties were often resolved by turning off the video cameras to improve
audio quality when the internet was slow, refreshing the browser, restarting the call on a
different device, and/or switching to a different online platform (e.g., Skype or Microsoft
Teams). There was one occasion where efforts to resolve technical difficulties were
unsuccessful and that one participant could not participate in the study.
Interview Protocol
Semi-structured interviews were adopted for this study. Kvale (2006) defines a semistructured interview as an interview that has themes to be covered with suggested
questions but are open to change in order to follow up on participants’ answers and
stories. To facilitate the interview process, I designed an interview protocol using
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Castillo-Montoya’s (2016) four-phase process for systemically developing an interview
protocol. In phase one, I generated open-ended questions that aligned with the research
question and the purpose of the study. Since the purpose of this study was understanding
how Black Canadians decide if we want to or do not want to use mental health services,
the main foci of inquiry were gathering information about: (a) Black Canadians’ personal
experiences with mental health concerns, (b) Black Canadians’ personal beliefs and
attitudes toward using mental health services, and (c) Black Canadians’ views on how
others in the Black community view mental health service use. Some examples of the key
questions used in my study were:
Please take a moment to reflect on a time in your life where you had an
emotional, mental, or interpersonal problem that made you noticeably
unhappy or caused you distress. This would likely be a problem that
affected your ability to do things that were important to you (e.g.,
performing your best at school/work; having good relationships with
your family, romantic partner, or friends; sleeping; physical exercise;
eating well; hobbies; doing things you enjoy; spiritual activities, etc).
Please make sure this is a situation/problem that you feel comfortable
talking about. This can be a very recent time, or even now, or it can be
from a long time ago. All that matters is that you have a clear idea of the
problem in your mind. Please let me know when you have the problem in
mind.
Please think back to when you first noticed the problem. What did you do
or consider doing about it?
Thinking back to that time, how did you think about the idea of talking to
a mental health professional about this problem? By mental health
professional I mean someone whose job is related to helping people
address the kind of problem you were experiencing (e.g., a counsellor, a
social worker, a psychotherapist, a physician, a psychologist, a
psychiatrist, etc.).
What other factors or considerations do you think are important to Black
Canadians in general or those with whom you know personally (e.g.
family members, peers, friends, co-workers) in deciding whether or not
to seek help from mental health services?
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In the second phase, I formatted the protocol to promote conversation (i.e., constructing
inquiry-based conversation) by using wording that would be familiar to the participants,
starting with less personal or sensitive questions to allow time to build rapport, and
planning for likely follow-up and prompt questions. Kvale (2006) and Castillo-Montoya
(2016) recommend using introductory questions (i.e., questions that are non-threatening
and relatively neutral that elicit general and non-intrusive information) and
transitioning/structuring questions and statements (i.e., questions and statements that link
the introductory questions to the key questions being asked) to facilitate the inquiry-based
conversation. Here is an example of an introductory question I used:
In the questionnaire that you completed you stated that the
ethnic/cultural group that you most closely identify with is [blank]. Can
you tell me a bit more about your ethnic/cultural identity, background,
and heritage?
An example of a transitioning/structuring statement that I used was:
Thank you for your response. I would like to switch gears now and ask
you about a difficult time in your life.
The third phase involved receiving feedback about the interview protocol from my
supervisor and committee members. This feedback led to improvements in the interview
protocol’s structure, length, writing style, and comprehension.
Lastly, in phase four, I piloted the interview protocol by conducting mock interviews
with family, friends, and peers. These mock interviews helped realistically estimate how
long the interview would be and helped identify and then clarify questions that were
found to be difficult to understand or to answer by participants. The full interview
protocol submitted to REB is in Appendix C.
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Conducting the Interviews
According to Corbin and Straus (2007), the interviews that yield the richest data are those
that are unstructured and not dictated by a predetermined set of questions. Similarly,
Kvale (2006) recommends using unstructured interviews that emphasize exploration and
spontaneous descriptions of the participants’ lived world. Following these
recommendations, I conducted the interviews with much flexibility and did not ask every
question on the interview guide with all participants. In most interviews, I asked four or
five questions from the interview guide. The questions I asked in the early interviews
followed more closely to the questions listed in Appendix E. I avoided asking questions
that were influenced or based on pre-existing help-seeking theories or concepts from the
literature, because I wanted to make sure that all the concepts and the resulting theory for
this study emerged from the participants. Although the initial interviews included
questions like those included in Appendix E, over time the interviews evolved as new
concepts emerged in the data analysis. This process reflects the notion of ‘theoretical
sampling,’ which is explained and addressed in the Data Analysis Procedures section
later in this document.
During the interviews, I actively listened and followed up on what the participants said to
confirm my understanding and to facilitate elaboration. This active listening involved
being very focused on the words the participant was saying, and I tried to avoid thinking
about what to ask next while I was listening. Seidman (2006) recommends not
interrupting participants as they are speaking. Therefore, I kept notes of what
participants were saying as they were speaking and wrote down follow-up questions I
wanted to ask so I could wait until they finished speaking without forgetting the follow62

up questions that I wanted to ask. Seidman (2006) states that you can see if an
interviewer is listening well if, in the transcript, the interviewer’s sections of speech are
short and infrequently interspersed among the longer paragraphs of the participants’
responses. Likewise, the transcripts from the present study are similar to Seidman’s
(2006) description. Actively listening and avoiding interrupting led to frequent pauses in
the interviews. I learned that tolerating silence was a useful skill because often
participants spontaneously started talking again after a long pause and they independently
elaborated on what they just said without being prompted.
During the interviews, I also asked follow-up questions to clarify understanding and to
get participants to elaborate meaning. I used many open-ended questions and asked
participants to tell me more about a subject they had just spoken about. I was surprised to
find that, before, during, and after the interviews, several participants asked more
personal questions, about me, my research and my goals for the research. To facilitate
rapport building and equitable distribution of power between the participants and I in the
interview relationship, I openly addressed the participants’ questions as they asked.
The interviews were on average about 60 minutes long. They ranged from 40 minutes to
90 minutes in length. After each interview, I emailed each participant a community
resource list (see Appendix D). Lastly, I emailed each participant a digital $20 Amazon
gift card as a token of appreciation for participating in the study.
Preparing the Data for Analysis
The first step of data interpretation begins before any coding has happened. The first
decision is about how to record the interview. The most common choice is using audio
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recording (Bailey, 2008; Kvale, 2006; Seidman 2006). However, it is important to keep
in mind that the decision to use audio recording means omitting and losing out on visual
information (e.g., facial expressions, hand gestures, and body language). This visual
information can be important for interpreting what is being spoken. Depending on the
purpose of the study, the researcher must decide how important it is to have this visual
information and how much can be lost from not having the visual information (Kvale,
2006).
For this study, I was most interested in the explanations participants gave about why they
decided to or decided not to use mental health services. Since I could gather that
information from participants’ verbal content, I lost very little information from omitting
the visual data. Likewise, I used a digital audio recording device to record the interviews
on my computer. One limitation I experienced with audio-recording online interviews
was that sometimes the interruptions with the internet caused sections of the interview to
not be recorded clearly. These unintelligible parts of the interview could not be analyzed
and thus that data was lost.
The next decision researchers make that influences data interpretation is deciding to
transcribe or to not transcribe the data. Kvale (2006) explains that transcribing involves
translating from an oral language to a written language, both of which have different sets
of rules. In that way, transcripts are interpretive constructions of the audio recording. One
of the main issues with transcribing is that non-verbal information such as vocal
intonation, pacing, emotion, and volume can influence how one interprets the meaning of
what someone said. Since the main purpose of this study rests on what was said rather

64

than how it was said I transcribed the data so it would be easier to study the content of the
spoken words in detail and link the data with codes and/or analytic notes.
Hence, I transcribed all the audio recordings of all the interviews I conducted. I began the
transcription process by first uploading the audio recording of the interview to Microsoft
Stream. Once uploaded, Microsoft Stream generated a transcript of the audio recording. I
used MAXQDA software to edit the transcripts generated by Microsoft Stream and
correct mistakes that the Microsoft Stream transcription software made.
While I was editing the transcripts, I decided on how detailed the transcriptions would be.
I decided about the level of detail of transcribing based on what my purposes were for the
transcripts. Since I was interested in analyzing the content of the words spoken by the
participants, I transcribed all the interviews verbatim. The transcripts included repeated
words, slang, overlapping speech, and grammatical errors. To make reading the
transcripts easier, all elusions (the omission of a sound between two words, usually a
vowel and the end of one word or the beginning of the next), mispronunciations, and
ambiguities in punctuation were adjusted to reflect the proper grammar and spelling
conventions of standard Canadian written English. I also noted all the nonverbal signals,
such as coughs, laughs, sighs, pauses, outside noises, telephone rings, and interruptions,
that were on the recording.
Data Analysis Procedures
Data Analysis in this present study was carried out in three main phases: (1) deriving
concepts and categories, (2) developing the theory, and (3) refining and validating the
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theory. Each of the three phases include various procedural steps. Below is a figure
illustrating an overview of the data analysis process.

Figure 1. Overview of the Data Analysis Procedures
Deriving Concepts and
Categories

Developing the Theory

•Asking Questions of
the Data
•Open Coding
•Selective Coding for
Deriving Concepts
•Selective Coding for
Deriving Categories
•Thinking of the
Various Meanings of
Words
•Analysing for
Context
•Theoretical Sampling

•The Conditional/
Consequential
Matrix
•Identifying the Core
Category
•Integrating the
Theory
•Filling in
Insufficiently
Developed
Categories
•Final Indications of
Saturation

Refining and Validating
the Theory
•Checking the Theory
Against the Raw
Data
•Getting Feedback
from Participants
•Getting Feedback
from Peers
•Trimming the Theory

Deriving Concepts and Categories

The first stage of the analysis process was deriving concepts and categories. Concepts
and categories are the rich descriptions of the data that lay the foundation upon which the
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theory is built (Corbin & Strauss, 2015). Concepts and categories were derived by the
researcher asking questions of the data, using open coding, using selective coding, and
thinking of various meanings of words.
Asking Questions of the Data
Corbin and Strauss (2015) say that analysts should first read the transcript from
beginning to end before they start attaching codes to text so that they can get a big picture
sense of the interview. As follows, after I read through the transcript from start to finish, I
began reading it again at the beginning of the transcript. I, then, identified a chunk of text
that seemed to be about a particular topic. For example, the following section of text from
one interview was about the participant’s description of his ethnic identity:
Kosi: Okay. I was born in Jamaica and I was raised in Toronto. And then
I left Toronto to go to school in Montreal. So, I'm essentially Jamaican
Canadian. So, I came to Canada when I was about probably a couple
years old [chuckle] with my family. So, I'm more- I- I- identify almost I
would say more Canadian than I do Jamaican. But, yeah. So, my family
is part-, that's part of the confusion, I think, with my mental health, is I
don't know the true identity of my father. Which, you probably know, is
a common thing in Black culture. In particularly Caribbean culture.
Fathers have been absent. I think that's also my case. But my heritage is
really Indian and Black. So-. But, because I didn't grow up with my
father, I don't really identify with the Indian side.
Once I have identified a section of text, such as the one above, I then asked myself Who?
What? When? Where? Why? How? questions about the section of text. When appropriate
I also asked questions such as What is going on here? What are the issues, problems, or
concerns? Who are the actors involved? How do they define the situation? Or what is its
meaning to them? What are the various actors doing? Are their definitions and meanings
the same or different? When, how, and with what consequences are they acting? How are
the actions similar or different for various actors and in other situations? Corbin and
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Strauss (2015) refer to this technique as “Asking Questions”. With these questions in
mind, I began writing memos about my spontaneous thoughts about the section of the
text. Below is an example of a memo I wrote when thinking about the section of the text
mentioned above:
Memo 1 - Ethnic Identity Definition
Here he is really talking about his ethnic identity. It seems like because
he was raised in Canada and spent most of his life in Canada, that is why
he identifies more as a Canadian than a Jamaican. This speaks to the idea
of acculturation. I wonder then if someone who spent more time in
Jamaica than Canada would identify more as Jamaican. I wonder how
this affects his views on using mental health services. This man is fairly
comfortable with using mental health services. And he says later that he
has a lot of exposure to White culture. I would hazard a guess and say
that someone who is less acculturated would feel differently. He also
says that because he did not have much of a relationship with his father
that he does not identify with the Indian side. So, if he did have a
relationship with his father, he would identify that way? It seems that his
relationship with his parents plays a big role in his ethnic identity.
Open coding
After writing the memo, I began the process of open coding. Open coding is the process
of assigning descriptive labels to small sections of the data. Corbin and Strauss (2015)
recommend generating copious codes in the open coding stage of the analysis to avoid
unintentionally missing details that could be important for later stages of analysis. This is
an inductive approach to data analysis, where the codes come from the data rather than
predesignated codes being assigned to the data. Below is an example of how I used open
coding to code the section of the transcript mentioned above:
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This visual shows that statements such as “I was born in Jamaica” were assigned open
codes like “birth place” and “Jamaica”, while statements such as “I was raised in
Toronto” were assigned open codes like “where raised” and “Toronto”.
Selective Coding for Deriving Concepts
Open codes like those displayed above are at the lowest level of abstraction in the data
analysis process. From here, open codes are grouped together to derive concepts using
selective coding. Selective coding involves sorting and grouping initial codes that are
related to each other into higher-level codes. These higher-level codes are what Corbin
and Strauss (2015) refer to as ‘concepts’. Constant comparison is a common technique
used in selective coding. The constant comparison method refers to the act of taking one
piece of datum and examining it against another piece of datum both within and between
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documents (Glaser & Strauss, 1967) in order to determine if the two data are
conceptually the same or different. Data that seem conceptually similar are grouped
together under a conceptual label. I used this type of comparison to help me with
selective coding comparisons and to allow me to reduce the open codes to concepts.
Three examples of selective coding for concepts are shown below. The open codes are in
the red boxes and the concepts are in the blue boxes.

Birth Place
United
Kingdom

Bahamas

United
States

Haiti

Guyana

West Indies

Canada

Burundi

Jamaica

No crying

Be resilient

Move on

Rise above

Pets

Computer

Track and
Feild

Sex

Be Strong

Keep going

Get over it

Suck it up

No Weakness

No
vulnerability

Using
distractions
TV

Sports

Work

Hobbies

Netflix

Selective Coding for Deriving Categories.
In the same way that I used selective coding to group open codes together to create
concepts, I also used selective coding to group similar concepts together to create
categories. Again, the constant comparison method was used to determine which
concepts were conceptually similar or different. That is, to decide on which concepts
should be grouped together or kept separate. In grounded theory, projects’ categories are
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at the highest level of abstraction (Corbin & Strauss, 2015). Categories are collections of
codes that appear in every participant’s interview. Categories make up the principal
components of the theory. Below is an example of the category Past Mental Health
Service Use with its corresponding concepts and open codes. The open codes are in the
red boxes, the concepts are in the blue boxes, and the category is in the green box.
Culturally
appropriate

Helpful
Positive Experiences
Non-judgemental

Good advice
Past Mental Health
Service Use

Not helpful

Dismissive
Negative
Experiences

Felt misunderstood
Did not like the
medication
Unmet expectations

Thinking of the Various Meanings of Words
Another technique suggested by Corbin and Strauss (2015) for deriving concepts and
categories is thinking about various meanings of words. They do not suggest thinking
about the meaning of every word. Instead consider the words that could have multiple
meanings or words with potential ambiguous meaning. As an example, in the excerpt
below the participant talked about the influence of stigma and I followed up with a memo
indicating my question of the meaning for the word “stigma.”
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Kosi:…there's definitely you know a stigma around mental health and I
think that we know that now. And, you know, Oprah, for example, as
someone who's trying to demystify this whole mental health thing and
trying to normalize it, in a sense. So, I think that's really important.
Interviewer: Yeah and, like, do you think that do you feel that stigma
personally?
Kosi: No. No. No. Not at all. And I think that's again partially because
I've been exposed so much to White culture. Like I said, a lot of the help
I received over the years, whether it's through counselling or therapy or
financial help, employment, education it's all been White. So, I think I
have been fortunate, in the sense, that I've been exposed to this idea of
mental health, you know, for a long time. Because White people don't
have that stigma, you know. It's, it's, you know, they don't have, they
don't have a problem, like, in saying, ‘hey I have X or Y phobia going on
in my head,’ or whatever. I mean it doesn't seem like they have that fear.
So, because I've been in that community and around those people-. And a
lot of my education has been largely White. We study the issues of
White people. So, for me it's been-, it’s been easier I guess to, to reach
out for help because I started learning that, hey, everyone's got issues
especially the White people. [chuckle] So, I think when you're, when
you're closed off from you know White culture. I know of lots of Black
people, they just want to do everything Black. They only have Black
friends. And same with White people too. But I think that my
experiences and memories of Toronto was that everything's Black if
you're Black. Live in Black neighborhoods. And shop at Black places. Or
only go to Black hair salons or Black barbers. That was not me. I would
get my hair shaved by an Iranian man or Jewish man or White man or
Black man or a Paki man or whatever or a Chinese man. It never
bothered me where I got my head shaved. Where there are some Black
people where they will only go to a Black barber. So, you know there's a,
I think, I think for me it's a-, I was exposed to White culture and
therefore I was exposed to mental health. Therefore when, when I
realized that I needed help it wasn't so difficult because I was already
exposed. But this is something that is going on for a lot of people. So, I
don't know, I think that stigma is definitely what’s preventing people
from getting help. They don't want to reach out to White people and a lot
of the help disseminated by White people, you know. So, if they're not
going to reach out to White people then they're not going to have access.
Below is the memo I wrote after reading this portion of the interview and considering
what the participant meant when he uses the word “stigma.”
Memo 31 – Stigma
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I am not sure what he means by stigma. I can't assume that how he thinks
of stigma is the same as how I think of stigma. I wish I asked him to
describe or define stigma. He talks about Oprah demystifying mental
health and normalizing mental health. Does that mean he sees stigma as
"mysterious or mystifying" or something "unknown"? That would make
sense. And also, there is an aspect of it being "abnormal".
Then he says he doesn't feel the stigma because he has been exposed so
much to White culture. To me this implies that he thinks that mental
health is not stigmatized in White culture. Or at least he thinks that it is
not "abnormal" or "unknown" or "mystified" in White culture. So, I
guess for him having a lot of exposure to Whiteness has made talking
about mental health more normal and less mystifying to him. He talks
about exposure to mental health as an antidote to stigma. What does that
mean then? Those with less exposure to mental health will have more
"stigma". And if he is defining stigma as something that is unknown or
abnormal, then yes, that would make a lot of sense.
Then he goes on to talk about people who are only in Black culture and
never step out of that never get that exposure and so they have the
"stigma". So, it really seems to me that when he talks about stigma, he is
really talking about "normality" and "familiarity". And this ties into that
theme of comfort to. When something is comfortable to you, it is normal
it is familiar, you are used to it. So, "stigma" for him could also mean
discomfort. That seems most obvious, since the whole time he has been
talking about his comfort. And the opposite of comfort is discomfort.
In this example, I could have taken the participants' words at face value and interpreted
this section of data as referring to “stigma”. However, from thinking about what else he
could mean from describing stigma in this way, I derived open codes such as “abnormal”,
“mysterious”, “exposure” and then open codes such as these came together to form the
concept “familiarity with mental health services.”
Analyzing for Context
The process of analysing the data for context involves looking at the conditions that lead
to certain actions and interactions and looking at the consequences of those actions
(Corbin & Strauss, 2015). Analyzing the data for context is what links the major
categories together to form the theory. The paradigm is an analytic tool that aids with
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coding around categories to analyze the data for context. The paradigm consists of three
main features: (1) conditions, (2) actions/interactions, and (3) consequences.
Conditions
When looking for conditions in the data, I looked for statements that referred to the
reasons participants gave for why things happened and the explanations they gave for
why they responded to a situation in a certain manner. These explanations were
sometimes explicit in the transcript. For example, at times participants used words
indicating that they were about to explain or give reasons for behavior, such as ‘because’,
‘since’, ‘due to’, and ‘when’, which is then followed by an action/interaction. For
example:
Adzo: I don't talk to anyone because I don't like talking to other people
about my feelings, so I just, I don't know. I just go sit in a quiet room and
listen to music and then usually like it just passes or I sleep when I wake
up and I'm fine.
For the underlined portion of this quote, the participant was giving a reason for why she
does not normally talk to anyone about her problems. This quote also includes the other
two features of context - actions/interactions and consequences, as explained below.
Actions/Interactions.
The actions/interactions are the responses participants conveyed in reference to events or
problematic situations that had occurred. The relationship between a situation and the
following action/interaction is not always a cause-and-effect relationship. The
action/interaction depends on how the individual interprets the situation. When analyzing
the data for actions/interactions, it is helpful to consider what meaning the participant
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gave to the set of events or conditions that preceded the action. In the following quote we
see that the participant’s action was to sit in her room and listen to music.
Adzo: I don't talk to anyone because I don't like talking to other people
about my feelings, so I just, I don't know. I just go sit in a quiet room and
listen to music and then usually like it just passes or I sleep when I wake
up and I'm fine.
This participant seemed to have interpreted her own resistance of talking to other people
about her feelings as needing to find other ways to cope, which did not involve
addressing her emotions at all.
Consequences
Lastly, consequences are the anticipated or actual outcomes of the action/interaction. In
the last example we see that the participant ended the quote by describing the usual
outcome of her actions.
Adzo: I don't talk to anyone because I don't like talking to other people
about my feelings, so I just I don't know. I just go sit in a quiet room and
listen to music and then usually like it just passes or I sleep when I wake
up and I'm fine.
This was a fortuitous example quote because the three components of the paradigm rarely
congregate together like this example, in a single segment of text. Sometimes they are
dispersed throughout the interview; my job, as the researcher, was to identify each of
these pieces and to integrate them.
Analyzing the Data for Process.
Process can be best thought of as an evolving interaction. Analyzing the data for process
involves following changes caused by any course of action/interaction and how those
changes affect the conditions for a new set of actions/interactions. Corbin and Strauss
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(2015) explain that “when analyzing data for process, researchers should aim at capturing
the ability of human beings to think through and adjust their action and interaction to
solve problems and reach goals whether acting alone or in conjunction with others.” (p.
190). When I was analyzing the data for process, I often did so by using memos.
Consider the following interview excerpt, for example:
Amica: … I think my-. First, it took me awhile to accept that I really,
really needed deep deep help. 'Cause I feel like the way I first reacted-, it
was, like, I should be able to deal with this on my own. I should be able
to apply my will and I just deal with it. And even when I started reaching
out for some help-. I think it was more, trying to, maybe, figure out how
I couldn't normalize what I was experiencing…. I think I really needed to
normalize the experience. And talk about it with other people. And I've
been away from my culture long enough to feel like that was OK to do.
Yeah, I think, uhm, that's a critical part of it. That, that was part of the
problem. Like, being away from my culture for so long. But it was also
part of, um, [sighs] why I think it was-, it felt OK for me to go talk to a
stranger, if I felt it was a professional, about it. And even if they looked
very different from me and came from a different culture, I, kind of, have
been exposed enough to different cultures that it felt like, well, that's
where I could talk about that as a problem.
In the following memo, I consider the process that was potentially happening here:
Memo 73
The goal here is to feel normal. Her problem has caused her to feel
abnormal. So, the problem is the condition. This condition made her
want to feel normal. This sparked her to try to find ways to feel normal.
She considered a variety of options. Such as talking to family, probably
ignoring it, etc. But those options were no good it seemed. So that set
another condition for her to continue searching for something to help her
feel normal. There is also a changing condition which is the time she
spends away from her culture. This changing condition made her feel
like the mental health professional option was an acceptable option. So,
then the action was to try it. And the consequences were positive it
seems. And because the consequences were positive that set the
condition for her to feel even more okay to seek this again.
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Theoretical Sampling
Corbin and Strauss (2015) state that theoretical sampling is “a method of data collection
based on concepts derived from data. The purpose of theoretical sampling is to collect
data from places, people, and events that will maximize opportunities to develop concepts
in terms of their properties and dimensions, uncover variations, and identify relationships
between concepts.” (pg. 146). I used theoretical sampling in my study by starting the
analysis right after the first set of data was collected. As demonstrated above, this
approach to analysis led to concepts. These concepts generated questions. These
questions then led to more data collection to allow me to expand on those concepts.
Using the Research Journal.
I often used a research journal to aid with theoretical sampling by enhancing and refining
the questions used in subsequent interviews. A research journal is a tool that qualitative
researchers use to keep record of the activities that occurred during the research process.
The research journal not only helped me to be more self-aware of my own biases and
assumptions but also helped me think through and internally process the data. An
example of how I used the research journal to help with theoretical sampling is in the
following journal entry:
May 30, 2020 – 6:00pm
After today's round of coding I am noticing that participants seem to feel
more comfortable talking to other people (i.e., friends, family, elders)
about their problems, but not a mental health professional. Well there is
that piece about talking to a stranger. When I think about what the
difference is. But the trend seems to be the, if the person has
understanding of the Black experience then the comfort and willingness
would go up.
What is a question I can ask to explore that?
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Possible questions:
If the mental health professional understood the experiences that Black
people go through would you feel more willing to talk to them?
It is partially about who the person is but it is also partially about the
therapy thing. It is also about what that is being done. I guess the
treatment practices as well.
Related question:
If the service was more afro-centric or related to Black cultural
traditions, if it was something more similar to what Black people are
comfortable doing, then would you do it?
Am I asking people for their ideal mental health service? Am I asking
people like a perfect world sort of question? Yeah that would be pretty
open. And this tells us explicitly what people want, and it also tells us
explicitly what the current system is lacking. But that question is a bit
hard.
**I have not been asking people what it is about mental health services
that make them react the way they do. So, I think the very easy solution
is just to do that.

Likewise, from June 1 onward, I included the question “What is it about the thought of
seeking help from a professional that made you react that way?” in the interviews. That
same day I noticed that it was difficult to decipher which barriers participants mentioned
were related to help-seeking in general and which barriers were related to their
experience seeking help as a Black person. So, starting on June 1, I began asking
participants “Of the things you mentioned, which, if any, are related to your experience
as a Black person?” Another example of when I used my research journal in the
theoretical sampling process is in the following entry on August 8:
August 8, 2020 – 1:47pm
I just realized that people seem to have certain ideas about mental health
services, but it is not exactly clear where these ideas come from. I think I
should ask about that.
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Thus, from August 8, onward whenever someone mentioned expectations or beliefs about
mental health services, I asked them “It sounds like if you were to go see a mental health
professional you would expect… where did those expectations come from? / why do you
believe that?”
The full evolution of the questions that I added to the interview guide over the course of
the study can be found in Appendix F.
Lastly, theoretical sampling occurred in this study because earlier data analysis
influenced the spontaneous follow-up questions I asked participants in later interviews.
Most notably, because I was coding the data looking for statements that referred to the
perceived reasons participants gave for why things happened and the explanations they
gave for why they responded in a certain manner, I began to ask follow-up questions
more frequently that began with “What is it that…” or “Why…” Take the following
exchanges as examples:
Example 1.
Interviewer: That makes sense. OK, so then on the side of the mental
health professionals, you had mentioned people fearing that they would
not be taken seriously?
Komi: Right. Now, and, that's just coming from the Caribbean context
now,
Interviewer: Right. Yeah. The Caribbean context. So, I wonder, in your
opinion, why you feel like Caribbean people would be worried about
mental health professionals not taking them seriously?
Example 2.
Awan: …Over the course of the weekend and was able to call my doctor
and get in…
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Interviewer: So, I'm wondering about what the thought process was.
What is it that made you decide, OK, I'm gonna call my doctor.

Developing the Theory

At about the fifteenth interview I noticed there were no new higher-level concepts and
categories emerging from the data. At this point in the data collection process, the sample
was relatively gender balanced (with 8 women and 7 men) and included participants from
various regions in Canada who ranged in various ages, generational statuses, and
ethnic/national heritages. Corbin and Strauss (2015) explain that one of the early
indications of saturation is when there are no new concepts or categories appearing in the
data. Therefore, I thought it would be appropriate to start conceptualizing the theory.
When I started thinking about the theory, I began using within data memos less
frequently and began recording my thoughts and reflections in my research journal more
often. This shift from memoing to journaling reflected a shift in my interpretative
process. This shift indicated that I was changing my approach to analyzing the data. In
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other words, rather than looking at the detailed content of the interviews, I now began to
examine the big picture connections and broader messages coming out of the data.
The Conditional/Consequential Matrix.
When writing in the research journal, I analyzed context (i.e., the conditions that lead to
certain actions and interactions and the consequences of those actions) by considering
how variations in conditions influence outcomes. I also considered the complexity of the
relationships among conditions, actions/interactions, and consequences. This is what
Corbin and Strauss (2015) refer to as the conditional/consequential matrix. The
conditional/consequential matrix is a conceptual guide rather than a definitive procedure
such as the paradigm or the constant comparison method. Its purpose is to help
researchers understand that conditions and consequences often interact in dynamic and
complex ways. When I was analyzing the data for the conditional/consequential matrix I
considered factors such as how different participants reacted in similar situations; how
different perspectives influenced the interpretation of these situations; how did macro
conditions (e.g., history, organizational structure, societal norms, etc.) influence micro
conditions (e.g., interaction in social circles, individual comfort with psychological helpseeking, etc.) and vice versa; and how did these different components fit together to
explain how Black Canadians decide if we want to or not want to seek help from a mental
health professional. Take the following research journal entry segment, for example:
July 1, 2020 – 4:14pm
… Many people decide to at least first try handling it on their own.
Which I think is sprung out of cultural norms and expectations (and there
are many examples or what handling it on your own might look like).
What about those that didn't try to handle it on their own first? Well, the
woman I talked to today spent much of her life trying to fit with White
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culture. One of my first interviewees really had no choice, from the way
he describes it. And there's that woman who called her doctor (but that
wasn't until after 3 days of being on her parent's couch). And then there
are people who have had past positive experiences with mental health
service use. They are likely to go back to mental health service use as a
first resort.
Identifying the Core Category
The first step in theoretical integration is identifying the core category. Corbin and
Strauss (2015) define the core category as “a concept that is sufficiently broad and
abstract that summarizes in a few words the main ideas expressed in the study” (p.193).
For a concept to be qualified as a core category, it must be abstract and broad enough to
represent all the participants in the study. In addition, compared to the other categories, it
must have the greatest explanatory power. That is, it should be able to link all the other
categories to it and to each other. Lastly, the core category should be abstract enough that
it can be used in conceptually similar studies in the future. I identified the core category
in this study by reviewing past memos and research journal entries. I also reflected on the
general sense of the data by considering my research question (i.e., How do Black
Canadians decide if we want to or not want to use mental health services?) and asking
myself how I would answer that question in as few words as possible. Below is an
example of a research journal entry that I wrote while I was trying to figure out the core
category:
July 1, 2020 – 4:30pm
Okay we know that Black people are not willing to use mental health
services. Why?
….
In a sentence I might say that Black people do not use mental health
services because the Black experience is incompatible with mental health
service use.
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…that kind of feels right.
I guess the core concept then would be "Incompatibility" or "Mismatch"
or "Dissonance" or "Discordance"
Integrating the Theory
Corbin and Strauss (2015) explain that once the researcher has decided on the core
category, it is time to integrate their findings around the core category. There are several
techniques one can use to integrate the theory. The techniques I used were (1) writing
conceptual memos and (2) using integrative diagrams.
Writing Conceptual Memos.
In the conceptual memos, I expressed the main ideas that I observed as most important in
the data and thought about how the different categories related to each other and the core
category. I kept a record of these conceptual memos in my research journal. An example
of this can be seen in the following journal entry:
July 1, 2020 – 4:30pm
Okay we know that Black people are not willing to use mental health
services. Why?
Shame/embarrassment
Black expectations
Relatability
I think the Black expectations leads to the shame/embarrassment
Black expectations --> Shame/embarrassment
Relatability
I think with relatability I would put under a concept of "Will this option
even be helpful to me?" because there are other themes that are linked to
this concept too. But this relatability piece is huge.
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Using Integrative Diagrams
I also used diagrams to help me figure out the relationships among the categories.
“Diagrams are helpful because they force analysts to work with data at the category level
rather than focus on the details or all of the properties and dimensions pertinent to each
category,” (Corbin & Strauss, 2015, p. 200). Diagramming was helpful because it forced
me to think carefully about the logic of the relationships between categories. Corbin and
Strauss (2015) explain that diagrams should focus on categories rather than every concept
or detail in the research to avoid making it too complicated. I made several diagrams
during the theory integration process. Appendix G shows the different diagrams I made
when trying to integrate the theory.
Filling in Insufficiently Developed Categories.
After integrating the main categories, I checked to see if each category was welldeveloped in terms of its properties and dimensions. I looked for insufficiently developed
categories by reviewing the transcripts for data that may have been overlooked. For
example, one of the main categories in the results is Internalization of Cultural Norms,
but this was a concept rarely explicitly spoken about by the participants. As such, there
were indications of this category that I had missed in earlier interviews. Similarly, I noted
in the following research journal entry that this concept could use more development:
July 5, 2020 – 9:41am
I am thinking about my theory and how much each category is filled
with detail. I think the variable I have for "Degree to which cultural
norms/expectations are internalized" needs more elaboration.

In following interviews, after people talk about certain norms and
expectations I could ask them how much they feel they live in
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accordance with those norms/expectations? And why they feel that way?
(i.e., what are things that make them feel that they do live in accordance
with those expectations/norms and/or what are things that make them
feel that they do not live in accordance with those norms/expectations?)
Consequently, I used theoretical sampling to gather additional information about this
category in subsequent interviews.
Final Indications of Theoretical Saturation
“The ultimate criterion for determining whether or not a theory is complete is theoretical
saturation of categories,” (Corbin & Strauss, 2015, p. 203). Corbin and Strauss (2015)
explain that there is evidence of theoretical saturation when there are no new concepts or
categories emerging, and when categories are well-developed in terms of their properties.
After filling in the insufficiently defined categories in the theory, I felt that the theory had
achieved a high degree of theoretical saturation.
Refining and Validating the Theory

The final phase of the data analysis procedure was refining and validating the theory. In
this stage my aim was to determine how well the theory fit with the raw data and to
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determine if anything important was missing from the theory. Corbin and Strauss (2015)
state that some researchers “code for concepts first and then go back and write memos
about their concepts and link concepts. We don’t work that way because we see it as
duplication of work. Rather, depending upon the stage of the research, we try to develop
our concepts and/or link them during the initial analysis to avoid having to guess at
relationships later or having to go through all the data again to determine how concepts
relate to each other” (p.164). As a novice grounded theory researcher, I experienced this
firsthand. During my first round of coding, I only coded for concepts. While I wrote
memos about how the concepts might link together, I did not do so systematically. Thus,
when I was integrating the categories together, I was relying on memory and intuition
rather than the raw data. In this last phase of the data analysis process I (a) checked the
theory against the raw data; (b) received feedback from participants; (c) received
feedback from peers; and (d) trimmed the theory.
Checking the theory against the raw data.
First, I checked the theory against the raw data by going through all the data again to
determine how the concepts related to each other. I did this by identifying sections of data
where participants gave explanations. Then, I identified the key open codes within that
section of data and linked the codes together to create what I call ‘relationship codes’.
The following excerpt illustrates this process:
Interviewer: … we had talked about, like, what the experience is like
being a Black person in Canada and how there's daily experiences of
microaggressions and racism and prejudice. Do you think that impacted
it? Or do you think that's, like, a factor that impacts, you know, our
willingness to want to talk to professional?
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Kosiwa: Yeah, for me it-. To go and see, especially a white professional,
it's a big-. Now, I'm more open to it. But back then it was, like, a big no.
Because in my head, they already have such a low view on people of
colour. So, to go in and, and, open up to somebody, like, be vulnerable to
someone who doesn't see me as an equal or doesn't see me as a person
was-, wasn't, like, I was not interested in that idea at all.
I coded this section of data as “societal racism→white mental health professional not
seeing me as equal→not wanting to be vulnerable→not using mental health services.”
This process was very similar to the open coding process that took place early in the data
analysis process. Similarly, I followed up this process by doing selective coding to group
together codes that were conceptually similar. The following example shows how I used
selective coding to group four relationship codes into a single category. The category is
in the blue box and the relationship codes are in the red boxes.

norm is to be strong->needing help=weakness->self judgement

Ethnic
Norms

norm is not using mental health services->using mental health services = judgement
from others
norm is to pray->coping using prayer->not using mental health service
norm is to handle our own problems->seeking professional help=shame->not seeking
professional help

I grouped these four relationship codes together because they each include open codes
that were about norms in the Black community. However, there are multiple open codes
within each of the relationship codes. For example, within the relationship code “norm is
to handle our own problems→seeking professional help=shame→not seeking
professional help” there are three open codes (i.e., “norm is to handle our own problems,”
“seeking professional help=shame,” and “not seeking professional help”). Likewise, I
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found that one relationship code could be grouped under multiple concepts. For example,
the relationship code, “norm is to handle our own problems→seeking professional
help=shame→not seeking professional help” was grouped under “Ethnic Norms” and it
was also grouped under a concept labeled “Shame.” Similarly, the relationship code
“norm is not using mental health services→using mental health services = judgement
from others” was grouped under the concept “Ethnic Norms” and the concept “Judgment
from Others.”
Getting feedback from participants
Corbin and Strauss (2015) explain that another way to validate the theory is by explaining
the findings to the participants and asking them to comment on how well the theory
seems to fit their understanding of the problem under investigation or if there was
anything important that was left out. Participants should be able to see themselves in the
larger sense of each category, even if the theory does not capture every detail of each
participant’s experience. In this process, I received feedback from participants about the
theory by making the theory into a Prezi presentation and then recorded myself going
through the theory to create an 11-minute video of the presentation. A transcript of what I
described in this 11-minute video is in Appendix H. I sent all my participants a Qualtrics
link (see Appendix I) that included this video, a direct link to the Prezi presentation, and
the following statement: “I welcome your input! These results are my interpretations of
your interviews, so I welcome your feedback. Please let me know what makes sense or
doesn’t make sense to you and/or what you might add or change.” Five out of the 30
participants provided feedback. Below are the comments the five participants provided:
Participant 1

Well done. Explanatory
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Participant 2

Participant 3

Participant 4

Because I am not the best in English some concept were hard for me to
understand but I can see that if I had met all the other participant I can
see that we share almost same thoughts.
The internalization of cultural norms is important because we often
want to act in line with our norms to prevent feeling shame or getting
judgement from others especially people we learn often times it is at
the expense of our own well-being!
I appreciate you breaking it down from the beginning because it is all
connected somehow! Thank you!
This was a good and logically laid out presentation. I think you
captured a robust amount of data and info from those interviews. If you
are not too far along in your studies to add a bit of higher level context,
past and present, the rate at which Black people with, or labelled has
having mental illness die in interactions with the police, which partly
comes from the likelihood of people to call the police on Black people
who they feel are mentally ill is a major issue in the back of some
people’s minds when they want to avoid diagnosis. A historical
perspective is how mental illness labels have been used to incarcerate
Black people in mental institutions in the past. If not too far along in
your work, the book "Protest Psychosis: How Schizophrenia became a
Black disease" by Jonathan Metzl has a lot of eye-opening information.
Anyways this is good work. You do not sound too confident in yourself
as you present... you should. You have done a great job and if you
present like you know you are right the people judging will be more
likely to accept. Remember that when you go to your thesis defense,
you know the subject better than they do! You get to be the expert.

Participant 5

Well done!
It all makes sense. Not sure of your demographics, but it would great to
see the difference in thoughts, opinions and uses from White Collar
jobs, Blue Collar Jobs, Athletes (Collegiate-Pro) and Students.

Getting feedback from peers
In addition to participant feedback, I also further obtained feedback about the theory from
my peers and colleagues. The aim of getting peer feedback was to evaluate how well the
theory resonates with others who are in the field of psychology but are unfamiliar with
my study. I also sought their feedback to help identify gaps in my logic that needed to be
bridged. I met as a group with six of my peers, including five psychology graduate
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students and a professor of clinical psychology in the Department of Psychology at the
University of Windsor via video conferencing over Microsoft Teams. I presented the
theory using the same Prezi presentation that I created for the participants and explained
each aspect of the theory. The presentation lasted about 15 minutes. The script I used in
this presentation included all the same information as the video I made for my
participants. I added some extra details and examples in this presentation because this
audience was less familiar with the subject matter than my participants. A copy of the
script for this presentation is in Appendix J. After the presentation I requested their oral
feedback in a group discussion format. I received their permission to video record the
conversation, so I can refer to it again later. A transcript from the full group discussion is
in Appendix K. Below are excerpts of some of the feedback I received from my peers:
Peer 1 “Wonderful, I love it!” “This is so in-depth. I love it!”
“…when you were going through it, I was thinking about how it relates to my
research looking at Trans people's experiences and mental health care. And,
obviously I wasn't looking at specifically why they did or didn't go to therapy,
but there's a very high usage rate in that community simply because of that,
the manageability of the problem. So many people have to go to therapy to get
a, get or assessment, to get a letter. It's not manageable on their own, but the
other aspects, I think, are still salient and still are evident from my participants
responses.”
“I just had one question for Renee, so you're asking about, like, where the
insight for kind of having that more structural change. And my question, my
question is just, like, and you don't have to answer it, just think about it-. What
one of those aspects do you think like where in that model do you think is the
best spot to target for changing those norms?”
Peer 2 “So I'm wondering 'cause you know, especially at the beginning when you
were talking about a lot of this, there were definitely aspects of this that, you
know, I'm sure are group specific to Black Canadians, but a lot of these are
like this could be a general model for mental health use.”
“of course, there are things that are there group specific here, but a lot of these
I think aren't like the self-judgment. Like, a lot of this model could be, I think,
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I think what I'm trying to say here, I think is that the external validity of this
model is quite high.”
Peer 3 “This is a wonderful model. This is wealth of data and you should be very
proud of this work. I think it's amazing. Three things one is, God, I hope I can
keep a hold of all of them. One is, it was so interesting that these male
participants were telling you that they didn't particularly want to see a female
therapist or they would prefer a male therapist, even as you are a female
researcher. And it, what it makes me think of is interviewing nurses this
summer and having them say, ‘oh, I don't want to talk about my problems with
a stranger.’ It's, like, but you're willing to participate in an interview with a
stranger and talk about your problems. So, what's the difference? So, I'm sort
of curious about these Black men who would prefer to see, reading between
lines, a Black male provider. The other thing is I am sort of curious about sort
of regional particularities because I think being Black in Québec and being
Black in Nova Scotia and being Black in Alberta is probably very different,
although maybe not as far as the mental health service piece of it goes. And
then the other part of it, and I guess I'm thinking now, like a committee
member, a question that I think is likely to come up is: Sure. You're talking
about people's willingness to seek services. It sounds like most of your sample
ultimately was [willing]. So, what can you understand about people who are
like-. You're trying to understand, group of people who may not be willing to
seek services by talking to a group of people who were?”
Peer 4 “Renee if I might add, I don't know if I really don't know if this is, if this
would be appropriate to do, this is off of what Peer 2 and Peer 1 have already
said. I wonder if there'd be a way of highlighting where you particularly, like,
which portions you think particularly for Black Canadians are going to be
salient. Maybe for just them as opposed to, like Peer 2 said, this model, I
think, is going to work or apply to a lot of people from different backgrounds.”
Peer 5 “I actually have a question. So, do you think there's any differences between
those-, I think you touch it a little bit about those people who are like new
Canadians compared with their grandparents already moved to Canada.
Because I was thinking about, I think you talk a little bit about it, but I wonder
about if there's any-, do you find it like very different if the new immigrant
there more like-, less likely to seek mental health or like people who've been
here like three generation, they're more likely? I just wondering.”
“One thing I wonder if you already touched upon, but I was just wondering,
you mentioned because I think you mentioned about there's some people, like,
before they're not really willing to seek help, but later on they change their
mind or whatever, or they continue. So, what makes people change? Like,
what made them change that they don't, like the shift of, like, not willing to
seek help and then suddenly, not really suddenly maybe gradually, but they
feel, like, Yeah, maybe that’s something I want to do?”

91

Trimming the Theory
Trimming the theory involves removing categories or aspects of the theory that do not
appear often in the data or add nothing significant to the overall theory (Corbin &
Strauss, 2015). In my study, there were two categories that I removed from the theory
because they could be subsumed under another category. Below are two journal entries
that document my reflections and decisions on removing these two categories from the
theory.
October 26, 2020 – 10:26am
I am thinking to myself. Does cultural responsiveness of the service go
into deviation from cultural norms?
When I think about the cultural responsiveness of the service, I am
thinking about the service provider having knowledge and responsivity
to cultural norms. But then I thought, if this is the case then, that just
lessens the deviation. Like one deviation is having to talk to a White
person who doesn't know what it's like to be Black and might have antiBlack racist beliefs. But then if you are talking to a Black person who
does know what it is like to be Black and probably doesn't have antiBlack racist beliefs then that lessens that deviation from the norms. If
cultural responsiveness also means having more problem focussed
options, then that is also about lessening the deviation of cultural norms.
Same with having a male mental health professional for men. Because
the male will understand them better.

October 30, 2020 – 7:55am
I am thinking if I need the category "Importance of Other's judgement" I
mean people only talked about fearing judgement from people whose
opinions mattered to them to some degree. Nobody talked about the
opinions of people who did not matter. So, I don't think this category
adds much to the theory. I think it would be okay for me to take it out
and then change the "Judgment from Others" category to judgement
from "Judgement from Important Others". And in the results, I can
explain what I just explained here. Which is that the people from which
these judgements are coming seem to be important to the participants in
some way or another. Although I didn't specifically ask. But then again,
if their opinions weren't important then they wouldn't be bringing it up. I
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also think a few people mentioned the importance of these others'
opinions.
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CHAPTER 4
RESULTS
I assigned each participant a pseudonym to facilitate reporting the results. The
pseudonyms are all first names common in Western Africa. I used common West African
names because many Black individuals living in North America are the descendants of
people who originally lived in that area of the world. The pseudonyms are listed in Table
2 along with each participant’s gender, age, ethnic/cultural self-identifier, city of
permanent residence, and country of birth.
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Table 2. Participant Pseudonym Table
Pseudonym
Gender
Age
Ethnic/Cultural Self-Identifier
Kosiwa
Adzo
Akwasi
Kojo
Kobla
Kaku
Abla
Akua
Yawo
Afua
Ama
Yaw
Awan
Adwoa
Abena

Female
Female
Male
Male
Male
Male
Female
female
Female
Female
Female
Male
Female
Female
Female

31
16
33
24
35
49
28
40
20
24
34
39
53
46
28

Kofi
Kukua

Male
F

42
37

Kwame

MAN
MALE

61

Black/Caribbean
African- American (Ghana)
Black
Black
Black
Black/African/ West Indian
Black
West Indian
Black
Jamaican
Barbados/Caribbean Black
Afro-Canadian, Caribbean
Canadian/American Black
African Nova Scotian
Congolese, Afro-Canadian,
Mixed Race
Black
Dougla (mixed afro-indo
Caribbean)
Black Jamaican
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City of Permanent
Residence
Ottawa
Scarborough
Montreal
Toronto
Ottawa
Whitby
Coquitlam (Vancouver)
Montreal
Nova Scotia
Vancouver
Edmonton
Edmonton
Edmonton
Halifax county
Ottawa

Birth Country

Scarborough
Vancouver

Canada
Canada

Montreal, Qc

Jamaica

Haiti
United States
Canada
Canada
Haiti
Jamaica
Burundi
Canada
Canada
Canada
Canada
Canada
Canada
Canada
Canada

Yaba
Afia
Koshi
Kwadwo
Koku
Ekow
Fifi

Female
Female
Male
Male
male
Male
Male

39
30
22
24
61
38
40

Komi
Amica
Kosi
Esi
Jojo

male
Female
Male
Female
Male

62
40
40s
41
34

Haitian
Black British
African-Canadian
Black
African, Black
Caribbean
Black Canadian - with
Caribbean, African American
and South American roots
Black Canadian
Black (Caribbean)
Black
Haitian
Black
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Montreal, Quebec
Toronto
Ottawa
Toronto
Toronto
Nova Scotia
Toronto

Montreal
UK
Canada
Canada
Jamaica
Bahamas
Canada

Edmonton
Montreal
Vancouver
Laval
Edmonton

West Indies
Jamaica
Jamaica
Haiti
Canada

Summary of the Main Findings
As I mentioned in the Researcher Description section, I self-identify as Black Canadian,
thus I consider myself a member of the group whom I am studying. Therefore, I use the
first-person plural pronouns (i.e., we, us, and our) rather than third-person plural
pronouns (i.e., they, them, and their) when referring to Black Canadians in general.
However, when referring specifically to the participants in this study, I use third-person
plural pronouns as I am not a part of the sample for this study. Figure 2 depicts the
grounded theory of how Black Canadians decide whether or not to use mental health
services that is based on the data collected in this study. This diagram displays the major
categories that influence mental health service use among Black Canadians. I first explain
the core category, as the core category summarizes the overall results of this study. In
subsequent sections, I then describe each category and the relationships among the
categories in the theory with illustrative examples.
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1. Cultural
Norms

2. Internalization
of Cultural Norms
8. Judgement
from Important
Others

14. Past
Mental Health
Service Use

12. Manageability
of the Problem
9. Judgement
from Self

3. Beliefs about
Mental Health
Service Use

4. Divergence
between
Cultural
Norms and
Beliefs about
Mental Health
Service Use

10. Shame
11.Willingness

7. Comfort
and Worth of
Mental Health
Service Use

5. Empathy

13.
Mental
Health
Service
Use

6.Trust

Figure 2. Grounded Theory of Black Canadian Mental Health Service Use

Core Category
Corbin and Strauss (2015) define the core category as “a concept that is sufficiently
broad and abstract that summarizes in a few words the main ideas expressed in the study”
(p.193). As discussed previously, for a concept to be qualified as a core category, it must
be abstract and broad enough to represent all the participants in the study. In addition,
compared to the other categories, the core category must have the greatest explanatory
power. It should be able to link all the other categories to it and to each other. Lastly, the
core category should be abstract enough to have the potential of being used or applied in
conceptually similar studies in the future.
The core category in the present study is Divergence between Cultural Norms and Beliefs
about Mental Health Service Use. This category is in bold and underlined in the figure
above. Choosing Divergence between Cultural Norms and Beliefs about Mental Health
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Service Use as the core category means that most broadly, Black Canadians' willingness
to use mental health services relies most heavily on the degree to which the act of using
mental health services adheres to or deviates from the individual's cultural norms. When
the actions of using mental health services conflict with an individual’s cultural norms,
then the person is likely to be less willing to access mental health services. Whereas when
the actions involved in using mental health services are in line with the individual’s
cultural norms, then the person is likely to be more willing to use mental health services.
This category came up across all 30 interviews in the current study. Throughout the
results section, I will explain in more detail what the cultural norms are and how using
mental health services may or may not deviate from the cultural norms. I will also explain
how Divergence between Cultural Norms and Beliefs about Mental Health Service Use is
linked to all the other categories in the theory.
1. Cultural Norms

In my model, I define Cultural Norms as experiences and behaviours that members of a
particular cultural group consider common or normal within their group. In this study, the
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cultural groups that identified Cultural Norms encompass participants’ norms in
reference to their ethnicities (Ethnic Norms), genders (Gender Norms), and
socioeconomic statuses (Socioeconomic Norms).
1.1. Ethnic Norms
Ethnic Norms came up the most in the interviews as all the participants self-identified as
Black and they commonly spoke about their perceived normative behaviours for people
in the Black community. Participants began by describing their experiences as a Black
person living in Canada. Then they discussed how they and other Black people they
know managed their mental health concerns.
1.1.1. Being Black Canadian.
Participants described being Black as including the challenges of having to navigate
living in a White dominant society. They talked about experiencing prejudice, racism,
and discrimination in Canada. In terms of prejudice, they discussed people assuming that
they are more dangerous, suspicious, up to criminal activity, or less intelligent because
they are Black. For example, a male participant living in Edmonton described the
following childhood experience:
Jojo: I noticed one incident was when I was on the bus one time. And I
was just a child getting on the bus… I was going to school. And there's
no place to sit. And there's a seat right at the front. So, I go sit down.
This lady looked at me and she clutches her purse close.
Another male participant explained that people in his school doubted his intelligence
because he was Black:
Kofi: So, I mean, I remember going to school and as I'm thinking about-.
It’s like being in that school, and how always having to prove that, yes, I
know the answer better than this 'cause I was the reason why I was put in
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that school. Weird story, but when I was younger, and kindergarten was
based off how advanced I was. So, they told my mom like either you can
skip him a grade or you can put it in French immersion. She put me in
French immersion. Going there, it was like it was always having to prove
that. I am that per-, like I'm not less-, like I'm here for a reason. I'm not
messing with you. I'm supposed-, I am just as smart as you.
Participants described instances of discrimination as situations where people treated them
unfairly because they were Black. A male participant described subtle discrimination that
he observed in the workplace:
Kofi: It's not as obvious, is what I want to say. It's more like just subtly
done. You may go for a promotion or something and they say it's
between you and this other person. So, that you know you're better than
that. Like you know you deserve the job. But you may not get it. Things
like that.
A female participant described how discrimination affected her ability to secure an
apartment when living in certain areas of Montreal:
Esi: So, when I was younger, I have those little things going on with like
White people that I found difficult. Growing up when I started to, you
know, I was able to get my own apartment. So, I was living like in the
west of Montreal. So, in the West, people are more anglophone. And
when I moved to the east, this is when I saw the problem when I was like
looking for an apartment. So, everyone was really Quebecois and to me-,
OK, when I was young, you know, I had like some racist thing going on.
But, you know, when I was maybe 17, 18, I didn't see it anymore so
when I moved to the East, then, well, it hit me in the face because, you
know, I was like looking for an apartment. And then when I arrive all is
rented already. And I was just like shook because you-, most of the time
in the West everything was fine, it's all about money. But here in
Quebecois, it's like another thing. So, how I am-, I got like the reality of
like racism. At one point I was like looking [for an apartment] … but
every time I was calling it was always the same bullshit. But at one point
I call someone and I was like, you know what I'm Black so I just want to
know right now, are you going to take me? And I was really lucky
because she had like a black son. It was a white lady. This is it I finally
got the apartment.
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Participants discussed their experiences with various forms of systemic racism in Canada.
For example, a female participant from Nova Scotia explained that there is a greater
presence of law enforcement in Black communities:
Yawo: It's like policing. We, our communities are over policed.
Especially my own. Specifically, we have this-, we just did a big study
on this thing called street checks. Carding, they call it in Toronto. But
street checks here, on our community, was like 10 times more to be
street checked over any other community in Canada or something like
that. It was like some crazy number per person in the community. It was
like 10 times more.
The Canadian system also disadvantages Black new immigrants by not acknowledging
their education, which limits their job opportunities. One participant said:
Kukua: If you think about, like, yes, yes Black people are in all sorts of
different professions, but we are also, you know, like there are many of
us who are immigrants or children of immigrants who are still trying to
climb that ladder to have jobs that match our, like, you know, our
education from back home. And then there are lots of refugees who are
Black and there are lots of immigrants who are Black or not from
educated classes necessarily or who haven't had their education
recognized in Canada. And so they're working jobs that don't have, that
don't have the same access or that don't offer them that same access,
even though they should.
A common experience associated with being Black also included experiencing
microaggressions.
Adwoa: I know that there is a collection of microaggressions that do,
they affect us, but it becomes the norm.
Another participant said,
Kosiwa: It can be tough, but it can be tough. It's-, I think we don't really-,
we get used to like the microaggressions that we go through every day.
Participants described microaggressions as subtle everyday exchanges that have sly racist
undertones:

102

Akua: You've been through a lot of little situations where you were like,
these people are rude as hell! You know, little situations, little racist
altercations.
One male participant lived in the United States for much of his life, and then moved to
Montreal for several years. I asked him what his experience has been like living in
Canada and he explained that the racism is more subtle in Canada:
Akwasi: I thought it was gonna be more friendly because Canadians are-,
Interviewer: We have a reputation for that, yeah.
Akwasi: Yeah, but I don't really think so, to be honest with you. I feel
like there's just as much racism, its just more low key.
Many participants talked about coping with racism by trying to disconfirm common
stereotypes made against them. A male participant from Toronto explained that
disconfirming stereotypes involved a conscious effort to act in opposite ways than what
people would expect.
Kofi: Other races-, other cultures-, just saying that-, you know, I guess
feeding into like-, out like-, we were saying-, like, you know, if there's a
stereotype feeding into that stereotype and saying there's that one guy
that's like that, so you're all like that. So, we constantly have to prove
that, no, we're not like that. We're not all like that. We are all different…
We're always out to prove that we are not like what we're told that we
are. That, in itself, brings a lot of stress to people too.
Another male participant living in Ottawa stated that disconfirming stereotypes for him
meant trying to prove to White people that he is trustworthy, but this can interfere with
him forming a therapeutic alliance with a mental health professional.
Koshi: You know, seeing yourself through the eyes of, you know, White
people and stuff, and yeah. And even just, and even them like-, we're
like, being a Black male in Canada, like, you're pretty much like on trial
everyday. Like whenever you encounter someone who's White, or like
someone who's, like, someone you don't know, I feel like you have to
like go the extra mile to, like, prove that, like, you're not who they think
you are. You know what I mean. So, to do all that with someone you're
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supposed to be able to just talk freely and open up. It's kind of hard. Like
you're doing two jobs at once. Like you trying to buy their trust, but then
you're also just trying to be yourself, you know, so it's definitely an
issue.
This process of constantly trying to disprove stereotypes causes Black individuals to
behave inauthentically. The following excerpt is an example of the psychological toll this
can have on Black people.
Kobla: You know if I'm, if I were Black man walking down the street,
most likely there will be some sort of perception just because they see a
Black man. So I've personally, not get attacked, but I've got looks or I
get, like, you know, moving location. Like they’ll be on the right and
they would jump on the other side of the street just because they see a
Black person. It happens to me all the time. So, I guess the perception of
we are a danger, specifically Black men, right. So, I think they believe
we’re dangerous. So, yeah, I think it's kind of like engraved in my head
because I've experienced it. So, I need to feel the need of saying like no,
we're not. We're nice enough to like constantly smile all the time and be
extra nice!
Interviewer: Yeah, almost like to spell almost to tell them like listen like
we're definitely not what you think.
Kobla: Exactly. It's exhausting though. Like, I sometimes I'm not in a
good mood and it's like I have to go and push through that and I'm like
why do I have to do that?
Participants mentioned that they learned to navigate through a White dominated society
by determining who is an ally based on the person's willingness to talk about issues of
diversity.
Akua: I'm trying to figure out the world and I wanna know who is an ally
and who is subconsciously my enemy… It has to do with truth, you
know. If somebody can tell you your truth and you can hear it and then
you tell them your truth and they can't hear it, then they're
subconsciously my enemy because I'm not trying to talk about the world.
I'm talking about me. And if you feel resistance to me speaking, then I
know that you're subconsciously my enemy.
Besides paying attention to what people say and do, participants described that Black
Canadians have developed an intuition for figuring out whether or not someone is an ally.
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Koshi: As Black Canadians, like, I feel like have like that sixth sense.
Like that spidey sense of, like, we know whenever we interact with, like,
or encounter, like, a White person but who is, like, who understands, I
feel like we know like right away.
Last, participants discussed being Black as a developmental process of affiliating oneself
with a Black identity. Many participants were born and raised in contexts where White
individuals were the majority and Black individuals were the minority. They explained
that growing up around a lot of White people made them want to fit in with White people
so that they could feel more included in social circles. As they matured, however,
participants described learning to be proud of being Black. The theme of Black identity
development was particularly salient among participants who identified as biracial or
multiracial, with Blackness being a part of their ethnic identity. For instance, a female
from Ottawa who self-identified as “Congolese, Afro-Canadian, [and] Mixed-Race”
described how growing up in a White dominant community affected her ethnic identity:
Interviewer: I'm wondering how you feel the environment that you grew
up in affected how you ethnically self identify, if it affected it in any way
at all?
Abena: Absolutely. I think it had a very strong impact on how I self
identify especially because it truly was me, my brother and my father,
who are the only people of colour in the in the whole town really. And
there was a lot of bullying, a lot of discrimination. Yeah, and a lot of
even my own self like trying to trying to push, you know, I'm mixed,
race, I’m mixed race. I'm not really Black, like, you know. So, it was-, it
almost caused-, it, in and of itself, like, a racism within myself. And now
that I understand a lot more about that. It's obviously a different case, but
I think it really deeply impacted me. And I think it wasn't until I started
going to school, like in high school, I went to school in the city, like in
downtown Ottawa. And I think that, for me, was truly when I began to
develop a healthier, you know, identity.
Interviewer: And by healthier identity, like how would you describe
that?
Abena: I would say that, you know, it gave me the opportunity to see
people from all different walks of life. It showed me that there are other
105

people of colour out there that there are-, other people of different
genders, sexual identities, you know, race, culture. And I think that really
gave me a space in which I felt like I could belong more. And it also
gave me a place in which I could explore various versions of my own
identity and what that would mean to me instead of simply trying to like
confirm as much as possible and escape you know any Black identity.
Because really the connotation of a Black identity in a smaller town is a
very very negative thing, unfortunately still.
Participants’ Black identities were related to their family history and genealogy. They
explained that they identified as Black because their parents and grandparents were from
African and Caribbean countries. They spoke about their genealogies having ancestral
origins from Africa. Interestingly, participants mentioned physical appearance the least in
relation to their Black identity. This supports the idea that racial classifications have little
to do with physiology or genetics, and that race is a social construct. The following
excerpt is an example of how one participant grappled with the question of what it meant
to be Black and, in the end, concluded that race is a social construction:
Kwadwo: What I'm saying is I identify as Black because of first, that's
just what society has told me… What a Black person is? I would say a
Black person is anyone that has any roots tied to, pretty much, Africa, is
whether it's like over the diaspora or whatever. Pretty much, the roots all
tie back to Africa, so. I'll say that. So, in terms of Black-. No, 'cause
there's White Africans and Arab Africans [laughs] Ah. Wow, how do
you describe what a black person is?
Interviewer: It's a hard question.
Kwadwo: It is a hard question and it's like what is race?
Interviewer: Yeah.
Kwadwo: Well, I guess it would-, 'cause you can't even go off of skin
colour. Hair texture is also off the table. I guess it would have to be-,
Yeah, I don't even know. What is a Black person? You can go off
genealogy, I guess. What it means to be Black? I'd say it means, uh,
sometimes to feel less than and to kind of-, you're more aware of-, so
you're more aware in general of your perception in relation to other
people. Where I think other ethnic groups don't have to consider that as
much.
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To summarize, one aspect of the Ethnic Norms theme involved participants’ descriptions
of what it means to be Black. Participants explained that being Black involves coping
with anti-Black racism, prejudice, and discrimination in addition to developing and
understanding their own Black identity. The next major component of Ethnic Norms is
related to the normative behaviours Black Canadians associate with addressing mental
health concerns.
1.1.2. Norms for Coping with Mental Health Concerns in the Black Canadian
Community.
Within the Ethnic Norms category, participants described behaviours that Black
Canadians consider to be normal or expected when facing a mental health concern. These
norms included (a) “being strong,” (b) accepting that life is difficult, (c) finding practical
solutions, (d) using social supports, and (e) using prayer and spiritual supports.
1.1.2.1. “Being strong”
Many participants reported that it is culturally normative for Black people to “be strong”
if we are experiencing a mental health concern.
Koku: If I had some mental health problem and-, no way. You know,
you never admit to that kind of need. It was just, you suck it up. You be
strong and you deal with it because that's what we do as Black people.
The expectation to be strong is a longstanding norm in the Black community. In the
following quote, one participant attributed Black people’s reluctance to seek professional
help to a historical tradition of strength and resilience:
Yaw: We don't want to be vulnerable. And, you know, having to have to
be so strong and resilient for so long, it seems like you just, you know,
it's continued. Its grown stronger and stronger. Where, maybe that's why
they're [Black Canadians are] more reluctant to go see a professional.
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Beginning in childhood, Black Canadians are taught that “being strong” means dealing
with our problems independently and rarely, if ever, asking for help. A female participant
from Ottawa explained that she uses her mother as a reference point for what it means to
be strong:
Kosiwa: I've seen my mom go through like so many things and it's like,
OK, she had her fair share of difficulties in life and she's fine. So, like I
can be as strong and so I can handle what comes my way I as well. And
the thought of going to see somebody, is like, is it too much for me?
Similarly, a male participant living in Toronto stated that Black people believe that being
strong means addressing difficulties independently because of our upbringing.
Kofi: I think that comes from the way we were brought up. And, pretty
much, is kind of like what you were saying, like, if you-, you should be
strong enough to handle this yourself, and if you're not, that means
something must be really really wrong with you.
Due to the fact that historically Black people have been oppressed and rarely received aid
for outside groups, it became normative for Black people to deal with our problems
independently. The following examples explain that Black people’s tendency to solve our
problems independently was adaptive in the past and such a tendency has thus been
passed down from generation to generation:
Kojo: They [our Black ancestors] would have probably just dealt with
things as they go, and it has probably just been passed and passed down
because, like, that's how they did things. And if it worked then, they
[those strategies] can work now essentially.

Kobla: Why would I need to talk to somebody about my problem? And
it's a thing. It's a cultural thing. Yes, it's a cultural thing. And I think it
comes, so deep into our past, I don't think, I don't think it-. It's like we're
born with it, specifically. But I think it was ingrained in us and to the
point where it's something we used in the past to go through the hard
stuff. And we don't really have that kind of assistance or help to talk to
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somebody that you're talking-. Somebody was not a thing that we could
afford or do at the time. So, it's 100% culture.
Furthermore, participants indicated that “being strong” is also about disregarding and
minimizing one’s negative thoughts and emotions. Showing emotions like sadness or
anxiety opposes the norm of being strong because they are signs of weakness and
vulnerability. This following reaction by the mother of a male participant is an example
of how showing emotion is viewed as unacceptable in the Black community:
Kwame: I remember, um, one of the first times my mom actually saw me
cry and she looked at me and her words were, ‘You know, I thought you
were the strong one of the family.’
Another participant explained that the expectation to be strong prevents Black Canadians
from feeling that they are allowed to express distress or vulnerability:
Kosi: We're busy being strong. We’re busy being you know the warrior.
We've got to combat all these things therefore we can't say, you know
what, I'm anxious. I'm depressed. I'm unhappy. I'm sad. I'm broken. I'm
damaged. I'm down. I'm out. I'm suicidal. I'm-, no, no, time for that. Be
proud. Stand up. Be Black. Rise. You know, and that's what we're
pounding into our kids, you know. And this whole notion of just be
proud. This pride, it doesn't allow us to have shame and humility and
therefore, you know, we can't show our vulnerability. We're not allowed
to be vulnerable.
Similarly, when I asked participants how they dealt with their mental health or emotional
concerns, they mentioned various ways of suppressing their emotions and distracting
themselves from how they were feeling. A male participant from Ottawa explained that
when he was experiencing generalized anxiety and work-related anxiety, he coped by
dismissing his emotions.
Kobla: I usually just brush it off and be like, yeah, you know it's life. It's
whatever. And you just push through. Yep… I was dealing with it for a
very long time. But I was, like, I know, I'll just brush it off… I brushed
off like 1000 time before get to that point.
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Another male participant who was a student at the University of Ottawa reported that he
managed his school-related anxiety and stress by repressing his emotions. In particular,
repressing his emotions was his way of not exacerbating the psychological distress:
Interviewer: So how did you cope with how you were feeling during
that time?
Koshi: Yeah, so actually didn't cope well at all, for me. Um, over these
last few years, what I would do is just, literally, I would just shut down
like I would become-, I was so, I was so apathetic the last few years. But
I feel like that's the only way that I could cope. I'm a very, like, I'm a
highly sensitive person in terms of emotions and stuff and just like how
I'm feeling. So, I knew if I allowed myself to be engaged in the situation
and be aware of what's happening… I could have had like a like a mental
breakdown or, like, you know, could have made some wrong decisions.
So, for me like the only way to like survive through these few years was
just to like literally, like, emotionally, like separate myself in this
situation as much as I could. Looking back, that wasn't the best coping
mechanism just because I feel like there's, like, residual, like, emotional,
emotional, like, like, issues, like, I feel like I kind of went around the
problem instead of like going through it.
Participants also avoided their emotions by using various methods of distraction. The
following is a quote from an interview with a female participant living in Vancouver. She
described coping with her lifelong depression by distracting herself from how she was
feeling:
Interviewer: …Alright, so you sort of noticed the crying spells and
wanting to be alone. Like something was wrong with that. Like that was
something you had realized. How did you cope with that? How did you
cope with how you're feeling?
Afua: I would spend all day on the computer on YouTube.
Later in the interview when describing how she coped with a subsequent depressive
episode, the exchange was as follows:
Interviewer: So, you sort of knew that it was a problem. Um, how did
you try to cope with it at the time?
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Afua: Oh, I would binge watch Netflix all day and I had also started
smoking marijuana at the time.
…
Interviewer: And then you're also sort of coping with it using Netflix,
and smoking marijuana, was that helpful for you? Did you find that it
would actually help or no?
Afua: It was just like a Band-Aid. It didn't help. Yeah, covering it helped
for the time being, I guess.
A female participant living in Ottawa stated that she coped with her grief over her sister’s
death by distracting herself with work and by being hyper-productive.
Kosiwa: Yes, see that's usually my way of coping, like, and I'm able to
actually see it because every time we-, it was just the third year, um,
since she passed, and I realize that every time that time is coming
around, I'm always finding myself like doing something like a big
project.
Interviewer: Okay, like staying busy.
Kosiwa: Yeah. This year, like, I reinvented, like, I redid the whole
website. The whole website. And, like, I created a-, we have like some
events coming up, we're launching this, we're launching that, and it's like
I keep myself busy because, like, I think it's the, it's being afraid that if I
allow myself-, because I still have so-. Like, I work full time. I have the
foundation. I have five kids. And I have a business. So, I feel like the
moment that I allowed myself to truly and just completely feel, I don't
know how long it's going to take me to get back. If that makes any sense.
So, if I know if I continue like that, I'll never find the time and it's very
unhealthy. [laughs] It's extremely unhealthy, but my way of going
through it is keeping myself busy and doing something that I know that
she would be proud of.
A female participant from Nova Scotia explained that she used recreational activities to
distract her from her mental health concerns.
Yawo: I had things that could take my mind off of it, you know. I was in
a lot of different organized sports, did a lot of different things for fun, lot
of different clubs in school. But, like, I had my things to take my mind
off of it
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This norm of avoiding discussion about emotional distress likewise led to a norm within
the Black community where Black individuals do not discuss pervasive mental health
concerns. For example, a female participant from Edmonton explained that she had been
coping with mental health concerns for most of her life but did not discuss her concerns
with her family or people who were close to her. She said,
Ama: Um, like I play my role, right, and just, like-. And it's interesting
'cause like all of my friends that, like, that are Caribbean, that grew up
that way, it's like you never told anyone anything was wrong. Like you
just, you smiled and nodded.
In an interview with a female from Ottawa, she discussed how rare it is for people in the
Black community to discuss mental health concerns. This made it difficult for her to open
up to her friends about her own mental health challenges.
Interviewer: How much do you feel that people in the Black community
actually talk about their emotional difficulties or their mental difficulties,
um, like, with each other?
Kosiwa: Not much. Like, even for me to be able to open up about, um,
how I was feeling or what I was going through with my friends, like, it's
something that's new to me.
Even when mental health concerns are observable, relatives of that person rarely openly
talked about it or directly acknowledged it. One participant explained:
Kukua: We didn't really talk about mental health in any kind of healthy
way. I would say in our family and in our culture, or like we had, you
know, like, we would talk about-, we had an uncle who was "crazy" and
I think he probably had schizophrenia, but there wasn’t lots, like, there
wasn’t lots of talk. My dad didn't even want to claim him as his brother.
He was a half brother. And so, he would be like, well, you know, Uncle
so and so, He's you-, and he wouldn't really say any words about it other
than he was crazy or he was mad. That's what they call him, mad. But
there was a ton, there were, like, a ton of mental health issues in my
family that nobody really put words to, right.
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Hiding emotional distress became a norm for people in the Black community because in
the past our people had to survive in hostile environments where those around us
exploited and took advantage of us. Thus, to show vulnerability in such circumstances
would have been costly for Black individuals. One participant stated that Black
individuals used emotional numbing to survive the harsh circumstances of the past:
Kwame: It'll go back all the way back to, I guess, slavery. Because you
have to remember, uh, we were never allowed to express our feelings,
really… Just based-, your existing on slavery and you're looking at a
family in front of you, you could see your brothers and sisters being sold.
Your family members being raped and killed in front of you and you
cannot react anytime. You cannot react to something. It causes a mental,
it's like a mental suppression.
Another participant, likewise, said that showing emotional distress would be like showing
vulnerability amid a constant battle:
Yaw: I think within the Black community too, I feel like, you know, it's
almost, I think it's almost similar to, like, how I was talking about with
vulnerability, right. Like, you know, when you've spent, when you're,
like, pretty much on edge, you're fighting all the time. So that that whole,
like, generational, it's almost like a generational curse of like being put
down, told you're no good and with all these things where you have to be
tough, right. So, I think within the Black community its kind of like, you
know, dealt with that so much they don't want to or I guess we don't
want to be vulnerable.
Similarly, participants pointed out that, at the present day, people in the Black community
continue to be persecuted by the dominant society. Thus, mental defenses and
suppressing emotional distress are strategies that Black individuals still need to employ to
cope with the harsh environment in which we live. One participant expressed that we
need to use these emotional defenses to protect ourselves from the psychological pain
caused by the ongoing vicarious trauma related to seeing people from our community die
in the news.
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Kwame: Just recently you have a guy being killed on television, OK.
Being killed and… you know, what are you gonna do about it? Yeah,
person is being-. So, all of those goals inside you and your emotions get
all whacked up. So, that's where the, like, when you say, like, sometimes
people say, oh did you see what happen on television again? Another
person says, so what do you want me to do about it? We have been, um,
our own, our own mental state is so messed up. And when it comes to
even discussing a mental health issue, it's gonna open that can of worms
and a lot of people, especially black people, are afraid of where it's going
to lead them.
In summary, Black Canadians cope with mental health concerns by “being strong”, where
“being strong” involves independently solving one’s own problems and hiding emotional
distress.
1.1.2.2. Accepting that life is difficult.
Being strong was the most referenced reaction to mental health concerns among
participants in this study. The second normative behaviour used to cope with mental
health concerns among participants was accepting that life is difficult. One participant
explained:
Kwadwo: This is just the way it is. It's not like this should be any better.
It's like no, this is what you're given, and you make it work.
Participants reasoned that since life is expected to be difficult, when mental health
concerns arise, people in the Black community tend not to see it as a cause for alarm.
Komi: If I'm going to talk to you about my financial anxiety, the average
West Indian is going to say, ‘oh, well a lot of people have that problem,
you know. I have that problem too.’ They don't take it seriously, right.
Similarly, a female participant from Ottawa explained that because society has
conditioned Black Canadians to accept that life will be difficult, Black Canadians are less
likely to take action to address our emotional distress.
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Interviewer: … I think you bring up a really good point about not
realizing that being depressed as an issue, um, 'cause I think that happens
to a lot of people. Where they are depressed but they don't realize like
this actually something wrong with this?
Kosiwa: Yeah, yeah.
Interviewer: Like, why do you think that is? Do you have any ideas
about that?
Kosiwa: I think, especially for Black people, we were taught from a very
young age that life's gon' suck [laughs]. It's gonna suck. So, when you
go through things like that, it's like, oh yeah, that's what they're talking
about. It’s like it sucks right now, but it's still just part of what life is.
Interviewer: Like you grow learning to expect that this is how it's going
to be.
Kosiwa: Exactly! It's expected. It's expected that you're going to go
through a tough time. It's expected that-, even like racism is expected for
us. Like, oh yeah, people are not going to like you just because of the
colour of your skin. It's like when it happens, like, oh yeah, that's what
they meant. Like you know, and we kind of down play it. Like, it's not
even a big deal anymore because we expect to feel miserable which is
sad… I think it's something that we need to learn that, hey, like, we’re
allowed to be happy. We’re allowed to be treated with respect. We’re
allowed to find our own happiness and we don't have to be miserable. I
think we think that it's part of life and it's just part of growing up or part
of going through it. And because of that we accept a lot of negative
things.
Accepting the hardship of life is an adaptation strategy that Black individuals have
developed in response to stressors that are largely out of our control. This response has
been adaptive because rather than consume energy fighting a losing battle, we harden
ourselves against our adverse environments while conserving our energy for future
challenges. One participant said:
Adwoa: I think because of that [hardship is] what makes us stronger
people. Because of that we’re able to adapt. We're able to adapt pretty
easily because of it. It doesn't make it-, don't get me wrong, it doesn't
make it-, not that we don't deal with things, but I think we [pauses]
[sighs] How, how should I say it? We cover it up. We're, we're pretty
good at covering it up and just keep going and sometimes it's to our
detriment… You know our experiences of dealing with racism is also
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something that strengthens us. So, it's, even though I know that there is a
collection of microaggressions that do, they affect us, but it becomes the
norm.
A female participant from Montreal, stated that our ability to withstand hardship has
helped us cope by supplying us with the resilience needed for future hardships:
Akua: And that's why I said we're supreme, world, really incredible
beings. And not based on the fact that I, you know, have this beautiful
colour [laughs] but based on the fact like when you really delve into the
depth of our story, we have no business being here and we're not even
that depleted. [laughs] Oh yeah, I'll have 28 kids if I have to! We're
going to populate this place! [laughs] We just bounce back, bounce
back, bounce back. It's like one of my favorite flowers which is the
dandelion. dandelions are the Black people of the flower Kingdom.
[laughs] I tell that to my kids. Like, they’re beautiful. They’re edible.
They bring nutrients from the very very base of the soil. They bring it up
to the surface so other plans can live and everybody just trying to poison
them and pulled them out.
Interviewer: Yeah, try to get rid of them.
Akua: Right, pull them out. Then, meanwhile, if you wanted to survive
like an economic crash, the fact that your yard is full of dandelions
would actually give you enough greens to make it through the year.
We're just like dandelions we're amazing!
Accepting that life is difficult is a normative way for Black Canadians to cope with
distress.
1.1.2.3. Finding practical solutions.
The third method Black Canadians used to cope with mental health concerns is focussing
on practical behavioural solutions to our problems. For example, a male participant from
Edmonton explained that when he was experiencing anxiety, he focussed on practical
things such as his schoolwork, employment, and athletics rather than think about his
anxiety:
Yaw: So, I didn't really have time to really stress or worry about other
things because I had my schedule is so full. Like, I was going to school
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full time, working maybe around like around 15 hours plus per week,
and I was competing on the varsity team. So, it was, like, kind of like
one thing after the other. So, I was just kind of, I really, I kept myself
busy. So, not really opening up time to really worry about those things.
In the above example, the participant stated that he “kept [himself] busy,” whereas in
other scenarios participants stated that they did not choose to be busy but were instead
busy because of their circumstances. Thus, focussing on practical behaviours was less of
an option but more of a necessity to continue daily functioning. For example, a female
participant from Ottawa stated that after hearing about her sister’s death she reacted in the
following way:
Kosiwa: I just I went blank, in a way… My mom just lost it completely.
And so, immediately I went to like trying to take care of my niece and
trying to take care of my mom at the same time. And I, like, I didn't have
time to feel. So, that was what was going on in my head. It's like there's
things to be done and I'll have time later.
Similarly, a female participant from Nova Scotia explained that our circumstances rarely
afford Black people the time to stop and address mental health concerns:
Interviewer: So one of the things that you mentioned is that we have our
own way of doing things and I wanted to ask you if you could expand on
that? Like, what are our ways of doing things, would you say?
Adwoa: [laughs] So, uhm, [pause] What are our ways of doing things?
Uh, so, even in terms of when I think about the-, well, see I often have to
go back to what I grew up with in the Black community. And this is the
idea that you know there was no, there was no time to be depressed.
There was no, you know-. Like, my mom, like, my mom would say, it's
funny, I was just having this conversation with her the other day. When
my mother was 7, 8, right, and she grew up, she grew up with 16
siblings. Like my grandmother had 16 children with my grandfather,
same, same like, same husband, 16 children. So, my mother grew up in a
household full of siblings. And sometimes she didn't-, like, she said,
every year, she can't remember a time when she didn't see my
grandmother had a belly. Like she's always pregnant, right. And so, my
mom at even at a young age, is like I don't want this for my life. [laughs]
This is a lot of children and they were always people around. So, she
used to get kind of depressed about it. But my grandmother would be,
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‘Girl, what's wrong with you? Stop acting like that,’ right. ‘Go outside,
stop acting like that,’ right. So, there was never this focus on well, you
know, maybe she's depressed and let's go to the doctor and get you some
medication. No. So, there was no time for that. You had to either snap
out of it and 'cause we got a lot of work to do. Cooking, cleaning, you
gotta, you know, get your things done. So, there was no time to be, to
have mental health illness. Not to say that people didn't. It was-. Survival
was the key. There was no time to focus on anything else. So, I think
people just got through.
This pattern of focussing on practical obligations while neglecting emotional difficulties
has become so normative that Black Canadians use the same strategy when coping with
mental health concerns. For example, a male living in Edmonton stated that when he was
experiencing stress and anxiety about his family business, he preferred to discuss
concrete problems rather than share his emotions:
Komi: I talk about practical things there. For example, I talk about, uhm,
you know, like to my pastor. I'll talk about, you know-. And that's the
closest I get to talk about emotional difficulties. Well, you know, like the
business is not doing well. Some legal issues. We had a partner in one of
the ventures and he was not a good partner… And so, we have some
legal issues there. So, I have a lot of different things going. So, I never
really talk about feeling anxious or I never talk about feeling sad. I never
talk about those things right,
Likewise, a female in Vancouver explained that when she was experiencing schoolrelated stress and anxiety, her Black friends were more likely to offer study support rather
than emotional support:
Abla: You know it's really funny because when it comes-. I realize when
it comes to my Black friends, when we kind of-. If you have a problem
with something, we're more like a problem solving you know… it is like,
‘oh man I can't study,’ and they're more like, they're more like, ‘okay,
you know, I'm going to have a study session tomorrow. Come.’
Focussing on practical behavioural solutions to their problems was the third way
participants coped with mental health concerns.
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1.1.2.4. Using social supports.
The fourth coping strategy participants used to address mental health concerns was using
social supports. This meant talking to friends and family about their problems.
Interviewer: … So, in that two-month period, what did you do to cope?
Like, how did you manage what you were going through?
Kaku: Communication with close friends, I think, yeah. During that two
months, that was pretty much it. Family and close friends.
Similarly, another participant explained that Black people generally cope with difficulties
by providing social support to each other:
Yawo: Like, the socializing piece. And just being around people.
Whenever times are tough in my community, that's what we do.
Funerals. This pandemic. Everything was just, like, let's just be together.
Let's just be in communication with each other. That's how they would
cope.
Where turning to people within one’s ingroup was considered normative, seeking support
from a non-ingroup member was considered a cultural taboo for Black Canadians. One
female participant from Montreal explained that,
Esi: They [Black Canadians] will not go to a professional. No. Because
professional, from what I, from what I hear… they will prefer, like you
know, calling auntie or, like, uh talking with your mom or a friend. But
like, personal information to like a stranger? Um, I don't think so.
Similarly, a female participant living in Toronto stated the following:
Afia: I just don't know. But within the Black community, you don't really
air out your, what you're going through. You talk with your friends, but
you wouldn't speak to a total stranger,
Black Canadians view seeking social support from our ingroup as a normal way to cope
with mental health concerns.
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1.1.2.5. Using prayer and spiritual supports.
The final norm that participants reported using to cope with mental health concerns was
the use of prayer and spiritual supports.
Seeking spiritual support involved discussing your concern with a spiritual leader.
Akwasi: I think that our communities are much more spiritual. So, I feel
like Black people will turn more to spirituality for help, you know what I
mean. Rather than-, they'd probably go see a pastor or imam or some
kind of thing
Participants also reported the benefit of seeking support from a higher power through
prayer:
Yawo: It's, likes prayer is practical. When you teach me how to pray
properly for the thing that I need, that is something that I can then go
home and do myself, and then call you and keep practicing… But, yeah,
like, that was helpful, yeah.
Last, participants gained spiritual support from reading various religious texts.
Akua: …something came and hit me, which it does, I mean, all kinds of
things happen all the time. When things hit me, I actually go straight to
the Bible. Surprise! [laughs] Surprise. Surprise. Our people find, we find
strength in the word of the Lord. Some people go to the Quran and some
people go to, you know-. We find that creator we know He's there.
To summarize, the five normative behaviours used by Black Canadians to cope with
mental health concerns included “being strong”, accepting the difficulties of life,
focussing on practical solutions, social support, and spiritual support. Overall, Ethnic
Norms encompass how participants described their experiences as Black Canadians and
how Black Canadians normally cope with mental health concerns.
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1.2. Gender Norms
Besides Ethnic Norms, participants discussed different normative reactions to mental
health concerns for men vs. for women. They discussed norms relevant to coping with
mental health concerns specific to women and those specific to men within the Black
Canadian communities. It should be noted that in the present study all the participants in
the study self-identified as male or female. None of the participants stated that they were
transgender or gender non-binary.
1.2.1. Norms for Men.
Male participants discussed culturally normative reactions to mental health concerns
noticeably more than female participants. The male participants said that when they
experienced mental health concerns, they felt double the amount of pressure to “be
strong” and not to show vulnerability, because they are Black and they are males. An
Ottawa male participant said:
Kobla: It's a strong man thing. Because I felt like-, I was be-, feeling as-,
feeling like man. Why am I being weak about this? Like, I can-. It's a
man mental type of thing. Black man, mostly, you know. Black men
supposed to be strong or supposed to be resilient. We’re supposed to be
on top of everything. Nothing can bring us down. Like, we're seen as that
that person. And sometimes I feel, like, the pressure of being just a man,
and then on top of that, being a Black man
A younger male participant from Ottawa explained that stoicism is a norm within the
male community being passed down through generations:
Koshi: A man is like, a man is reserved. A man doesn't really, you know,
express themselves. So, it just like goes from generation to generation to
generation. And then obviously, as Black Canadians, we're part of that,
we're part of that lineage.
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Similar to the norms in the Black community, male participants explained that, in the
male community, “being strong” means not showing emotions.
Kofi: Being a man, we don't express our feelings. We don't. Whereas,
yes, women may tend to be more emotional. They may, they may convey
their feelings and you know, speak about it.
Another male participant also said that men are less likely to use emotion-focussed
coping than women:
Akwasi: I feel like there's a distinction between [men and women]
expressing it [distress]. I feel like women might be more open to, like,
just keeping it real. And say, ‘Hey, this is how I feel.’ Whereas men, it
takes a while, like, you know. Most men try to be lowkey. They ain't
tryna let nobody know how they feel.
As in the Black community, “being strong,” among men, meant independent problemsolving.
Kaku: The idea that we, as Black men, are just supposed to be strong and
not need to complain. Deal with things and fix it on your own.
Similarly, the expectation to solve problems independently is accompanied by the belief
that it was not ‘manly’ to ask others for help or discuss mental health concerns with
others.
Koku: I think the gender piece is an important consideration in terms of
seeking help. I think it's important in different ways. So, men have a
problem with saying ‘HELP,’ generally because of the whole Macho
society thing. We're supposed to be strong, silent, and all of that. And it's
a sign of weakness specifically in our community. Men don't talk about
mental health issues that they might be having. Men don't talk about any
health issues, unless often it's dire, it's urgent, and it's at a critical point
where you have no choice. Women are more easily disposed to engaging
in those kinds of conversations and reflections.
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Men have been taught and socialized to these gender norms through a variety of sources.
First, men learn gender norms during childhood by observing older men in their life and
community.
Kofi: It comes from, I think a lot of it does come from growing up, right.
You're looking at your fathers or your uncles, seeing how they act,
always. I remember one of my uncles, when I was younger he would
always say to me [that] my hands are soft. So, he'd always say, ‘Oh, you
don't do hard work. Your hands are so soft.’ And it was like, growing up,
it was like, ‘Oh, you're not-.’ It's, basically, we're saying, hey, you're not
really a man because you're not doing hard work.
Second, media portrayals of stereotypical male behaviours also taught men what society
considers normative for them.
Interviewer: Alright. So, this idea of not showing weakness, where do
you, for you personally, where do you feel like that idea came from? Or
where do you get that belief?
Jojo: Oh from, just from the culture, you know. If you look-, let me see-.
I'm a product of the 80s, right. So, if you're looking at the child, like,
what we were watching back then. So, the movies-. So, we had Chuck
Norris's, you had your Bam Bams, you had your Arnold, Sly Stallones.
All those like real men, you know, that depicted on the scene, right. The
generation before that, they had you know the John Wayne, the Clint
Eastwood, Dirty Harry, you know what I'm sayin'. The Columbo, all
those guys. And those are like the men. So, kind of taking that from that.
And just the men grown up around, you know. They were all thought to
be-. We're not talking about-, those are, those are role models, right. And
you never caught any of those guys crying. Even growing up, my pops,
I've never, I've never seen that man shed a tear
In sum, gender norms for men involved showing strength by hiding emotions and
independently solving one’s own problems.
1.2.2. Norms for Women.
For the most part, female participants in the study did not discuss how gender norms
affected how they handle mental health concerns as much as men. However, some
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women mentioned that there is a norm among Black women to put the needs of others
before their own.
Adwoa: We're always thinking about each other, sometimes to our
detriment. We think of how our family is. We don't necessarily put
ourselves first like that. Especially, as Black women.
Being placed in this caretaker role has made it normative for Black women to not care for
ourselves when mental health concerns arise.
Kosiwa: …I think, for me, it's always about kind of hiding behind, taking
care of others, you know. And a lot of us we do that. We take care of
others and forget about ourselves.
Interviewer: Do you think, though, the taking care of others and not
really focusing on ourselves, do you think that's something that we do
culturally? Do you think that's something that a lot of Black women do?
Kosiwa: Oh man! [laughs] Yeah! Like. I think I see it in my friends. I've
seen it in with my aunts, my mom. Like, it's always everybody else
comes first, you know. Like, we take care of the men. We take care of
the children. We will take care of the neighbors before we think of
ourselves, you know. Like we make sure that everybody else is OK
before we even take the time to look at ourselves. And by the time we
have that time to look at ourselves we’re exhausted. Like we have
nothing left. So, yeah, I think a lot of Black women, they do that. Like, I
can see it in many of my friends.
Therefore, Gender Norms call Black Canadian men and women to respond to distress
differently. Black men are called to show strength by hiding emotions and being selfsufficient in solving one’s own problems, while Black women are called to disregard our
own distress so we can take care of others. The final theme within the Cultural Norms
category is Socioeconomic Norms.
1.3. Socioeconomic Norms
The last theme within Cultural Norms were norms that differ for Black Canadians with
different levels of socioeconomic status. Participants explained that, compared to people
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with lower socioeconomic status, it is more common for people with higher
socioeconomic status to reach out for professional help when they experience a mental
health concern. For instance, a female participant who grew up in a high socioeconomic
status White neighbourhood in Montreal, described how seeing her childhood friends
seeking mental health treatments influenced her decision to seek mental health treatment:
Akua: I grew up in the West Island of Montreal. So, like, I grew up
around, you know, dramatic girls. And so, they were all dramatic, and
they all have their pills and their whatever. And they stress or whatever. I
went to, W.I.C I don't know if that's significant, but I'm sure it didInterviewer: What is W.I.C? Is that a drama school?
Akua: No, it's a private school. It's called West Island College. So, West
Island's worst brats were there not because they were trouble, but
because they were rich.
…
Interviewer: So, I'm wondering what made you decide to seek help at the
time that you did? Like, what were some things that made you want to
get that help, and if anything were there things that made you feel like,
no, I don't necessarily want to do this?
Akua: Well going back to those dramatic West Island girls, a lot of my
friends at this point were in some kind of therapy or on some kind of
medication. Not medicat-, not medication for all of them, but they were
all dealing with issues. I mean, some of them. Not at all, but-. And some
of them, you know, pretend that they don't have-, and some people are
really straight-laced and were fine, but-. And so, you feel little, a little
encouraged by the help that they got.
Contrarily, a male participant who grew up in a small White “blue collar” town in
Southern Ontario, had the opposite experience:
Fifi: There was literally no awareness at all. And I don't think-, they
clearly didn't do a good job about that. Looking back, this, there was
many reasons for them to have that [mental health services]. They
probably should have had counselors available to kids, right. We had lots
of people there [who] were very alcoholic. A lot of people died from
that, young and old. Um, lots of racial violence and tension. There was
lots of, there was all kinds of foolishness going on. Screwed up
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households and whatnot. And never did I ever hear about anyone going
to counseling. That stuff just didn't exist. You just dealt with your
situation. Uh, which usually lead to more problems. So, even for other
people I've never heard, I'd never knew any of these sort of things
existed.
Interviewer: And would you say that this is like a function of living in
sort of a small town? Or what would you say about that?
Fifi: I would say it was the type of town as well. I'm-, I guess if it was a
more affluent place and not a blue collar sort of place, then may- some
maybe they-. I thought maybe it was something rich people did as I got
more exposure. Usually on TV I thought, OK so this is how rich people
handle this stuff? Right… but even the best jobs were still the blue
collar, right. So, and it was just sort of, it wasn't, it just wasn't in people's
mindsets. My parents worked from places where no one had any sort of
counseling, etc. and then just other people around me weren't really
either.
Later in the interview, when I asked this participant how he felt about going to a mental
health professional about the mental health concerns he experienced in his own life, he
responded:
Fifi: I didn’t even think of that. I thought that some people with money
do so I don't have money for that.
Socioeconomic Norms included norms regarding one’s perceived availability of
disposable time, money, and resources. One participant explained that Black Canadians
are systemically discouraged from using mental health services. He noted that because
we are more likely to have low-paying jobs, we cannot afford paid mental health
treatments, nor can we consider that as a priority:
Kukua: I think the other part that really is not talked about, is the
systemic barriers to access. Like, if you don't have, you know-. Like, if
you're a personal support worker or something and you don't have
benefits that pay for counseling or psychology. If you already are trying
to, like, deal with all these cultural all the cultural stigma from Black
communities, you're not going to necessarily prioritize [mental health
treatment], you know. Like, you got to find the money to go see these
professionals. So, where you can find it if you were also try-, just trying
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to survive? So, I think that, like, In addition to having to feel like it's a
secret or its a defect or whatever, not, many of us are not in financial
situations where we can make that a priority. Yeah.
Interviewer: Would you say that’s even, like, more especially relevant
to Black people?
Kukua: Yeah, I think so. If you think about, like, yes, yes Black people
are in all sorts of different professions, but we are also, you know, like
there are many of us who are immigrants or are children of immigrants
who are still trying to climb that ladder to have jobs that match our, like,
you know, our education from back home. And then there are lots of
refugees who are Black and there are lots of immigrants who are Black
and are not from educated classes necessarily or who haven't had their
education recognized in Canada. And so, they're working jobs that don't
have, that don't have the same access or, that don't offer them that same
access, even though they should.
Furthermore, another participant explained that when one has limited disposable income,
more pressing financial obligations take priority over expenses that are considered
secondary for many:
Kwadwo: Anything that it is, that I don't really think that I need is, like,
that's expensive to me. Because it's an expense that I'm not, I don't need
it, so I don't want it. I don't, it's not really in my horizon and especially if
you have other expenses that you're more worried about, that are maybe
lower on the hierarchy of needs, that are more prevalent. It's like what
am I doing seeking out a therapist [laughs], if I, if I need to need that
money to make up the rest of my rent or things like that? But it is
expensive because of relative to what else the situation is.
The Socioeconomic Norms theme explains that mental health services are less accessible
to people of lower socioeconomic status because they normally have less available
resources than people of higher socioeconomic status.
In short, the Cultural Norms category included Ethnic Norms, Gender Norms, and
Socioeconomic Norms. These various norms informed Black Canadians’ responses to
mental health concerns because each norm is associated with certain prescriptive
behaviours and attitudes that are considered normative for this particular cultural group.
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Despite that, as will be seen in the next major category, participants displayed
variabilities and individual differences in terms of the degree to which they adhered to
these cultural norms.
2. Internalization of Cultural Norms

While Cultural Norms exist for people of different ethnic, gender, and socioeconomic
groups, not everyone within a group adheres to these norms to the same degree. This is
evident in the next major category of this grounded theory of Black Canadian mental
health service use - Internalization of Cultural Norms. I use the label Internalization of
Cultural Norms to refer to the degree to which participants acted in accordance with
cultural norms. This is not a category that many participants stated explicitly. Instead,
Internalization of Cultural Norms was a theme I, as the researcher, observed across the
participants. Based on my observation, Internalization of Cultural Norms revealed itself
in two ways within the data. One way this theme was evident was when the participant
described and viewed culturally normative behaviours as something deeply personal to
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them. For instance, in the following excerpt, the participant saw that solving problems
independently was both a cultural norm and a behaviour to which he personally adhered:
Interviewer: Do you think that its kind of a cultural thing? Do you find
that other people or other ethnic groups, let's say, are, like, are more
willing to ask for help when they have a problem? Whereas like people
in the Black community are more like no, I have to deal with my own
stuff on my own. Like, what do you think about that? Like do you think
it's a cultural thing? Or do you think it's more like my personality?
Kojo: I feel like it's a little bit of both…
Later in this interview, when I asked why he preferred not to ask for help with his mental
health concern, he said,
Kojo: Because, like, it's like being independent. That's like the ideal.
Like, if you can do it yourself, and you don't really necessarily need
extra help. Why would you call people to help you, I guess, right?
Similarly, a male participant in Ottawa explained that he reacted to his mental health
concerns by “being strong” because he internalized the cultural norm of being strong and
independent:
Kobla: My mom-. I was really taking that from because she used to wake
up at 4:00 in the morning. It was like a behavior thing. And I still do it
till this day. I would wake up, do, you know, take care of myself do as
much as I can, and then it was, like, you know, push through the day
until you make stuff happen. And I guess that mindset got to me and
applying it everywhere. So, being a strong person was not only
something that, became part of me, but I have seen it for my entire life.
So, it was kind of replicating the same thing.
In one case, there was a 16-year-old female participant from Toronto who was unaware
of her internalization of cultural norms.
Interviewer: …How do you think your ethnic or cultural background
relates to, like, how you personally feel about talking to a professional
about mental health stuff or an emotional problem like the one you told
me about earlier?

129

Adzo: I don't really think it has relation. I don't know. Like, it depends on
like the situation, I don't know. [laughs]
Interviewer: [laughs] That's OK, yeah, that's a perfectly like legitimate
answer.
Adzo: I guess like it's hard to answer that question, you’re saying like
how it relates to my mental health? Like how-, or my ethnicity relates to
how situations that-?
Interviewer: How it-, how you feel about talking to a professional. So,
like, before you told me that you really wouldn't want to do it. Like, only
if you had to do it. I'm wondering if there's anything about being, like,
African American or being Ghanaian that relates to that at all.
Adzo: For myself, no, it's no relation. That's just my personality.
…
Interviewer: One of the things that you mentioned earlier was about, I
guess, not, I guess, it's kind of similar to what we're talking about right
now, like not really wanting to share or, like, having that vulnerability.
Do you think that's sort of normal in the black community?
Adzo: Vulnerability?
Interviewer: Or like not wanting to show vulnerability in kind of
wanting to they keep your emotions private.
Adzo: I think that's just me,
Interviewer: OK.
The second way the Internalization of Cultural Norms theme presented itself was evident
when participants viewed cultural norms as expectations to which they consciously
conform. For example, a male participant from Toronto explained that there is social
pressure to conform to the norm of being strong:
Interviewer: As you were talking you you mentioned that they had this
employee assistance and you thought about you know, ‘should I talk to
this person?’ And then it sounded like sort of your next thought was like,
‘oh, but you know, as a black man, you know, we're taught to be strong.’
Right?
Kofi: Mhm, that's true. Yes.
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Interviewer: I'm wondering for you at that time how important was it for
you to have strength, you know, to be this image of a strong Black man
in that in that situation. How important was it for you to have, I guess,
uphold that?
Kofi: For me it was very important because, well, important in a sense
that you know it's important to stay strong because it's like sometimes it
seems like if you break down there's no coming back from that
breakdown, right… So, it was important to myself to be strong like to be
strong for my family and show my kids that hey, you know… this is
something, they're kids I don't want them to be worrying about this… I
think I kinda know where you're going with this 'cause this is what
popped in my head, but like I guess as a Black men not, that it’s
important, but you don't want to show as I was saying… maybe you
break down, and now you're not looked at as that strong man anymore.
Similarly, a male participant from Ottawa explained that being a strong Black man feels
like having to conform to a set of unspoken rules:
Kobla: Yeah, of course it's a strong man thing… mostly, you know Black
men supposed to be strong or supposed to be resilient we’re supposed to
be on top of everything. Nothing can bring us down… It feels like you're
in a box all the time that you need to control every everything your
emotions has to be in check. You can't act weak. You can't say certain
things… It's like a set of rules that, you know, ‘hey, Black man, here's
your set of rules. You need to apply this.’
On the other hand, participants who had not internalized the cultural norm would believe
the behaviours were commonly done by people around them but not something they
personally conform or adhere to. For example, a male participant from Vancouver said
that he was more comfortable using mental health services because he is willing to do
things people in the Black community are not willing to do normally:
Kosi: I'm aware that it isn't an area that we Black people, you know, feel
comfortable with. So, I think I I'm-, I'm kind of a trailblazer in the sense
that I- I see where the problems are in life and I go into those spaces. So,
I go. So, I know mental health is a challenge for Caribbean people. So,
therefore I go into those spaces. but that's me, you see, as a trailblazer.
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Similarly, a female from Montreal explained that she knew that it was normative for
Black people to be strong, but she personally did not agree. Instead, she viewed asking
for help from others as beneficial:
Interview: So, they [other Black Canadians] might see it as like a
weakness if they go to a professional. Is that how you feel? Or do you
feel different?
Esi: Oh, I feel different. I don't find it is a weakness. But myself, I just
go there to get some tools because I know this service exists and
probably in our community, we don't talk about it enough, like, you
know. These people can give you tools you know, like, really great tools
to go on with your life.
Not endorsing cultural norms was also observed in a male participant from Edmonton
who explained that his comfort with discussing mental health made him different from
other men in his community:
Komi: Oh, I'm very open about it [discussing mental health]. I mean it-.
When I was in University I, I talked to psychologists and counselors. So,
um, by the way, I have a psych degree too. So, I I'm very familiar with
this, right. You know. So, I am, you know, I have no reservations at all.
Once its safe, I have absolutely no reservations. But again, I think, I
might be bit unusual here because I grew up in a healthcare family and
I've always been around healthcare people. I've worked with
psychologists. I have an Ed Psych degree, right. So, I'm in a-. I'm not
uncomfortable at all. One of my closest friends is also a psychologist,
right. So, I'm not uncomfortable at all.
Interviewer: Yeah. So, you said, you know, you’re a bit unusual… Who
is that compared to?
Komi: To the average guy in my community.
The extent of Black Canadian participants’ exposure to other non-Black cultural and
racial groups also influenced their Internalization of Cultural Norms. A male Vancouver
participant explained that being exposed to White culture increased his openness to
discussing mental health concerns. Whereas Black individuals with limited exposure to
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non-Black culture have less openness to discussing mental health concerns, which is
more in line with the traditional Black cultural norms:
Interviewer: Do you think that, do you feel that stigma or personally?
Like do you kind of experience-.
Kosi: No. No. No. Not at all. And I think that's, again, partially because
I've been exposed so much to White culture. Like I said, a lot of the help
I received over the years, whether it's through counselling or therapy or
financial help, employment, education. It's all been White. So, I think I
have been fortunate in the sense that I've been exposed to this idea of
mental health, you know, for a long time. Because White people don't
have that stigma, you know. It's, it's, you know, they don't have, they
don't have a problem, like, in saying, ‘Hey, I have X or Y phobia going
on in my head,’ or whatever. I mean, it doesn't seem like they have that
fear. So, because I've been in that community and around those people
and a lot of my education has been largely White-. We study the issues
of White people. So, for me it's been-, it’s been easier, I guess, to reach
out for help because I started learning that, hey, everyone's got issues
especially, the White people. [chuckle] So, I think when you're, when
you're closed off from, you know, White culture-. I know of lots of Black
people, they just want to do everything Black. They only have Black
friends. And same with White people too. But I think that my
experiences and memories of Toronto, was that everything's Black. If
you're Black, live in Black neighborhoods, shop at Black places, go to
Black hair salons or Black barbers. That was not me. I would get my hair
shaved by an Iranian man or Jewish man or White man or Black man or
a Paki man or whatever or a Chinese man. It never bothered me where I
got my head shaved. Where there are some Black people where they will
only go to a Black barber so, you know, there's a, I think, I think for me
it's a-, I was exposed to White culture and therefore I was exposed to
mental health. Therefore, when I realized that I needed help, it wasn't so
difficult because I was already exposed. But this is something that is
going on for a lot of people
Similarly, a female participant from Montreal explained that in Jamaica it is not
normative to talk about mental health concerns, but being away from her culture of origin
had decreased her internalization of that norm:
Amica: I've been away from my culture long enough to feel like that was
OK to do. Yeah, I think, uhm, that's a critical part of it. That was part of
the problem, like, being away from my culture for so long, but it was
also part of-, [sighs] why I think it was, it felt OK for me to go talk to a
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stranger, if I felt it was a professional, about it, and even if they looked
very different from me and came from a different culture, I kind of have
been exposed enough to different cultures that it felt like, well, that's
where I could talk about that as a problem.
Interviewer: Yeah. When you say that it's being away from your culture,
was a way to, kind of, help you feel okay about, like, going to a
professional, if you can give me more details about that-? Like, I have a
sense, you know, having Jamaican heritage. But if you could give me
your perspective on how the cultural aspects, sort of, affect this
equation?
Amica: Well there's a culture of not necessarily thinking about or looking
to or taking seriously the need for psychiatric or psychological support.
Or maybe I sense that what, you know, kind of, your problem is a, is a
spiritual one or not really a problem so much as like a discipline issue,
you know, self discipline, self… I mean, I just come from an awareness
that-, and even since then its played out with, you know, with my
families, people who experience mental illness or issues and it's-. The
support and advice and resources that are first offered to them are not
necessarily-, yeah. I don't know people do-, people just don't take that
kind of thing seriously, thinking about psychological or psychiatric
support.
A female participant who currently lives in Toronto described growing up in a culturally
diverse area in London, England:
Afia: I was brought up in a very multicultural area. Very very
multicultural area. So, I was very open to all different types of people.
And I was very fortunate to have like a quite-, be surround in the Black
community as well. So, I guess, being brought up in, I guess being
brought up in London I was-. How do you have the opposite of
sheltered? I didn't realize how people-,
Interviewer: So, you had a lot of exposure?
Afia: A lot! That's it. A lot of exposure to different countries, my own
country. Being able to eat the food from my country in London.
Later in the interview, she explained that many Black individuals grow up learning that
being strong and not showing vulnerability is normative for people in our culture.
However, in her case, she did not grow up that way and she has not been socialized with
that particular norm:
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Interviewer: So, you know, you mentioned some things that I've actually
heard in past interviews. Like, you know, kind of growing up, and you,
you're taught to be strong, or that you can't be vulnerable. Do you feel
like this is something that you grew up with? Maybe less so? Or like I
don't know. Do you feel like this was kind of a part of how you grew up
too or no?
Afia: No. No, I don't. I don't think so.
…
Interviewer: … So, just growing up in a multicultural area and having a
lot of exposure to different kinds of people, do you feel like that sort of
contributed to having a more liberal or open-minded perspective?
Afia: Yes!
Interviewer: Yeah?
Afia: Yeah. Yeah.
Besides having exposure to different cultures, it was also found that for some participants
not feeling completely accepted by people in the Black community could lead to less
internalized Ethnic Norms (i.e., Cultural Norms associated with being Black) for them.
For example, a mixed-race female participant living in Edmonton explained:
Ama: … that's why I think it's really interesting that I see like more of
my friends were mixed race, like, going out and seeking help than I do
like my friends that are like just Black.
Interviewer: What do you think that's about? Like, do you have any
thoughts or opinions about that?
Ama: I kind of think it's because like when you're mixed, you don't fit in
with anybody… And even, like, in your own family, no matter how
much they love you. Like, I can go to family dinner and it'll be, like, it'll
be a whole bunch of mixed races, but it's always me or like any of us
who are mixed, they will be like [our monoracial relatives will say to us],
‘That’s so white of you or that’s so black of you,’ right. And you're like,
‘Why can't that just be human of me?’ … You can never fully do right
… You already feel like this disconnect where it's like no matter what,
you're going to disappoint someone. So, you might as well just, like, get
the help. And I think you get exposed to like-. Because I think White
people are like more liberal with seeking help. So, as much as you might
have, like, your Black side being, like, ‘Don't do it!’ You got your White
135

side doing it. So, it's just enough for like you already feel disconnected.
So, like, well, let me just go make my own decision. So, it's kind of like
how I look at it.
Lastly, throughout my interviews I further observed that some participants had stronger
internalized Cultural Norms earlier in their lives, but experienced lessening of these
norms later in their lives. For example, a male participant from Ottawa explained that
when he was a teenager, he firmly internalized Gender Norms about men being strong
and not showing emotions. However, when he grew older, he stopped adhering to these
Gender Norms and instead began trying to consciously challenge these norms.
Interviewer: You said there's sort of this expectation as a man that
you’ve got to be reserved and have strength and not really talk about
your, express your emotions, right?
Koshi: Mhm.
Interviewer: And I was going to ask, like, how important do you think it
was, for you personally, to follow that expectation or to live, I guess, to
live in line with that? Does that makes sense?
Koshi: Yeah. I'd say, like, that, like, when I was doing it, like, it, like-.
My early teens and stuff, like-. Yeah. It was important to me because I
thought that was, that was, the way, you know. I thought that was how
men were supposed to be. So, definitely, like, high school, like, trying to
be that person and stuff. So, yeah. It was, it was important to me, for
sure. Especially with, like, friends and stuff. You don't want to come
across this weak. Like, you know, when you're with friends and stuff.
Like, for like middle school and like the early high school years when,
like, that was really important. So, you try to be like macho as you can
be. You know, prove your, prove your worth in that sense. So, yeah. It
was pretty important.
Interviewer: And now? Would you say it's still, like, as important?
Koshi: So, right now, let's say, like, I’m on the top-. Like, I'm totally, I'm
totally against, you know, like denying myself of my emotions or
denying myself of, like, fruitful conversations. Within the subconscious
part where, you know, the part that's habitual, where, you know, you
don't want to appear to be, like, not manly or unmanly. You want to, like,
appear to be strong. I have to catch myself and be like, ‘No, that's
actually not what I'm trying to do.’ Trying to rewire how I think, you
know. So, definitely like on the surface, like, I would say, I would say,
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no, but like below the surface there's, you know, those deep channels that
have been built in my life and trying to fill them. So, sometimes I just, I
just, you know it's like a primal instinct, you know, to do that but, yeah,
definitely, I'm trying not to be like.
Among the participants in the study, the Internalization of Cultural Norms category
appeared as the extent to which participants viewed cultural norms as a part of their
personality or characteristic behaviour. This category played a central role in explaining
the variabilities among Black Canadians in terms of their willingness to use mental health
services. Many of the relationships among the major categories in this grounded theory
depended on the effects and the influences of the Internalization of Cultural Norms
category. Cultural Norms and Internalization of Cultural Norms, the two categories
discussed so far, are central themes that highlight the importance of culture in
understanding Black Canadian mental health service use. Now I move on to the
description of the next two categories in the theory: Beliefs about Using Mental Health
Services and Divergence between Cultural Norms and Beliefs about Mental Health
Service Use. These two categories highlight Black Canadians’ specific beliefs about
using mental health services, the degree to which mental health service use matches our
cultural norms, and the impacts of these factors on Black Canadians’ willingness to use
mental health services.
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3. Beliefs about Mental Health Service Use

Black Canadians’ willingness to use mental health services is strongly influenced by
Black Canadians’ Beliefs about Mental Health Service Use. This category is comprised
of five beliefs: 1) mental health services are Eurocentric; 2) mental health services are for
people with severe psychiatric conditions; 3) mental health services involve talking to a
stranger about your problems and asking them for help; 4) mental health services involve
talking about your emotions and being vulnerable; and 5) mental health services cost time
and money. This category includes a combination of beliefs participants held personally
and beliefs held by other people in the Black community. Therefore, these are not
necessarily beliefs that are internally endorsed by every Black Canadian, but rather they
represent beliefs about mental health service use that are perceived by individual
participants to exist among Black Canadians in general.
3.1. Mental Health Services are Eurocentric
Many participants talked about viewing mental health services as being Eurocentric.
Participants explained that if they were to use mental health services, they would expect
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the service provider to be White because they believed that most mental health
professionals are White. For example, a female participant from Toronto said,
Adzo: I can't generalize this for everybody, but looking at the people I
know, when people think of professionals, they usually think of someone
who's not Black, not African American. Who's Caucasian or like from
Europe.
Similarly, a male participant from Vancouver said,
Kosi: They [Black Canadians] don't want to reach out to White people
and a lot of the help is disseminated by White people…
In the following excerpt, the participant believed that the assumption that the mental
health professional is White would be self-evident:
Interviewer: And my assumption is that this was a White counselor?
Kukua: Yeah, are there any other kinds? [laughs]

A male participant from Whitby, who has received psychological services from mental
health professionals multiple times in his life, stated that:
Kaku: … like, I have never-. Of all the therapist that I've been to, there
has never been one that has not been Caucasian, which, yeah, is another
issue.
The perception that most mental health professionals are White was problematic because
participants perceived White mental health professionals as not familiar with Black
culture. For example, a female participant from Montreal said,
Akua: …how can you open up to someone who's culturally completely
unaware.
In the following quote, this participant substantiated her point of view by referencing the
mutual understanding that she and I had when she described getting “licks”. The
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participant assumed that because I am Black, I understood that when she said “licks” she
was referring to corporal punishment, which we mutually understood as a normal part of
a Black child’s upbringing. Whereas a White mental health professional would most
likely interpret “licks” as physical abuse because of their unfamiliarity with Black
culture.
Akua: Yeah, we didn't do-. My parents weren't very-. We had-. We were
all girls, so we didn't get a lot of licks but, it is just, you know. Or even
licks! Like, the fact that it just comes off the tongue. [laughs]
Interviewer: Yeah [laughs]
Akua: You know! We got licked. To them, they're like, ‘Oh my Gosh
you were abused?’
Interviewer: [laughs]
Akua: No! [laughs] No! We got licks!
Interviewer: Yeah. [laughs]
Akua: It doesn't traumatize a child because it's not a-. It's ‘you did
something wrong’ beating. Not like ‘I hate you’ beating or whatever. It's
licks [laughs]
A female participant from Montreal who had received treatment from over twenty mental
health professionals explained,
Esi: … all the professional I've seen were White people. So, they weren't
aware of how we were brought up or how our culture was. So, they don't
have any clue. So, I don't have them to be, you know, to have a clue of
all the cultures, but a minimum because I could see like right away in
their face like … Yeah, they really need to know about our cultural
differences, to know more about like other people, I guess.
A male participant from Montreal made the following analogy between a culturally
incompetent mental health professional and a hairdresser or barber unfamiliar with
cutting a Black person’s hair. He explained that the ethnicity of the individual is not a
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concern if they have the skills and competencies needed to accomplish positive
outcomes.
Akwasi: …you know, not knowing-. I don't want to use the word
ignorant, but I would just say not knowing. What else I would-. I, I'd say
you just don't know what you’re gon' get. I feel like, you know, for some
reason, I see it like a, like a, hairdresser.
Interviewer: Yeah
Akwasi: You know. And it's like a hairdresser, you know, and you don't
want someone touching your head that, you know, can't deal with your
head, you know what I mean. Like, I'm not trying to get a lineup-,
Interviewer: Kinda follow-up is like you wouldn't go to like a White
Barber who doesn't know how to handle Black hair right?
Akwasi: Exactly. Exactly. That's, there's quite a few, a lot of Spanish
dudes, you know what I mean, a lot of them do, even Asian dudes, they
know what they're doing. But I gotta know that you know how to treat
my hair. And if you know how to treat my hair, that means that you love
my hair. You get what I mean? Like I, I don't wanna sit in your chair and
you’re like what am I gonna do with all this like
Interviewer: Right, yeah.
Akwasi: You know what I mean?
Interviewer: yeah
Akwasi: That's how I see it.
Interviewer: Yeah, so that's, sort of an analogy, I guess, like a metaphor
for, like, a mental health concern. Its like if they don't know how to treat
like our experience, our perspective or our viewpoints, our worldviews
on things that are important to us, then it's, like, its not gonna be good?
Akwasi: Yeah…
One female participant from Nova Scotia who has a background in the healthcare field
expressed the importance of having a mental health professional who is culturally aware:
Adwoa: Because I work in the healthcare system and because I have-. I
know people. I mean, like I said, I sit on the board for the Health
Association for African Canadians. I feel like I have a lot of connections
and I know people, know Black psychologists, there are not many, but I
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do know people doing mental health work and so I feel, I feel, I
personally feel like I would be able to access. Even though I know I'd be
on a long waiting list, and I also know even if they weren't available and
I had to access a professional that was White, I know what to look for in
terms of cultural competency and cultural-. You know what, let me say
culturally aware, 'cause to be culturally competent is like a lifelong work.
So, being culturally aware. So, I know what to look for. And if I don't
see it, I'm not going to, I'm not gonna go, right.
Similarly, a male participant from Ottawa expressed that he would welcome receiving
mental health services from a culturally aware White mental health professional:
Koshi: …at least like are aware you know of our experiences so.
Interviewer: Actually, that's a really good point. Like, if they at least
have awareness, right?
Koshi: Yeah,
Interviewer: So, what if it was a White counselor but they had like
awareness of those experiences? Then would it be OK, or would it not be
OK?
Koshi: It would be totally fine. I love interacting with people like that.
Participants also believed that mental health services are Eurocentric because they are
designed to meet the needs of White clientele. Participants came to this conclusion for a
variety of reasons. The first is that the services and interventions are also historically
based on the work and research of White individuals. For instance, one participant said,
Yaba: …a line of doctors is sending me down the line to this person, to
this other person, and then to sit down and say, ‘OK now and I'm the
person that you should trust.’ Based on what? On what? On science? On
books? On Freud? On whatever you studied?
A male participant from Vancouver explained that besides being founded on White
culture, the mental health field also tends to exclude Black psychology. While attending
an information session about graduate studies in psychology this participant had the
following response:
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Kosi: I went straight to the point. And that I wanted to say, ‘Where are
the black psychologist in Vancouver?’ And there are none [chuckle], you
know. That was basically what it came down to. And I said, you know,
how am I going to like fit into your program if, you know, your program
is geared, it's, it's, it's, built up or made-up on theories and philosophies
or whatever from the perspective of White culture. What value is that
going to have to me, who wants to do Black psychology? I mean are we
going to be studying issues of racism, for example? No. Why? Because
the students were all white and they don't experience racism. So, why
would we have a course on racism? So, I didn’t pursue that because I
knew it would be, again preparing me to help White people, because I'm
studying the literature from written by White people about White
problems.
Similarly, a female participant from Nova Scotia stated:
Adwoa: Black people not accessing our services. And looking at
reproduction studies, the actual foundation, the actual very foundation of
your training though, is very Eurocentric.
Secondly, participants explained that the practices used in mental health treatment are
designed for White clientele because they use a Western medical model rather than
spiritual or wholistic models of non-Western cultures. For instance, a female participant
from Montreal explained:
Yaba: Where I come from, Haitian women come into your living room
and singing very loud to purify the house and take away the demons.
And when there's a problem, we pray it away… How does it really
resonate, like, in our line? Like, in our lineages? Where is therapy? I
have two books on voodoo that are on their way through the mail
because I, that's why I need to find, I need to find something authentic…
So, all of that it's, it's like no. I have to find my identity. I need to find
something that's going to be freaking true to me. So, I don't betray
myself.
A female participant from Vancouver explained that mental health service providers
should acknowledge the benefits of non-Western treatment:
Kukua: …I think also like ideas about acknowledging that our medicines
can work… And so, talking about what are the medicines that come from
our culture, is that could help us succeed or suffer less, yeah. While also
being, like, OK so, if those don't work, or if there are also western
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options that work, and Oriental options that work, you know, like
Chinese medicine. Acknowledging that if everybody in the world has a
brain, everybody could have medicine to help
A female participant living in Montreal stated that mental health service providers hold
an ethnocentric perspective that Western treatment methods are superior to other nonWestern treatment practices:
Akua: It's really important that this is a discussion that's being had
because people are always saying, ‘Oh well, let's fix it from within their
system,’ But our [Dominican] systems were better. Our systems were
better. We didn't have systems where you over medicate old people and
put them in a home to rot by themselves. Our medical systems work
because-. I come from Dominica and people live to 118 and 128 and all
these kind of years unlike the hun-. You know when a person who's 128
dies because her last living friend died at 118. You wanna ask them
about mental health and you wanna ask them about health right.
Interviewer: 'Cause it's interesting that like this perception that what we
do here in this society this is ideal. That that's the best way to do things
right and people really don't consider, they don't consider how other
groups of people do things and consider that maybe that there's
something that they could learn from others.
Akua: I mean it's absolute garbage! I don't know. I never even asked you
where you're from, but in my culture-,
Interviewer: Yeah, I'm from Toronto and my parents are Jamaican so. I
have Caribbean background, yeah.
Akua: Right. So, like one of the things that you would never hear in,
about the healthcare professional, kind of thing. but it's really important
to my people is, you brush each other's hair sometimes. The person with
best cane row will take out the comb and you'll sit there and let me yank
at your head. You don't know why. Once it starts to really hurt you.
you'll think ‘How did I land myself into this many cane rows again?’ But
at that point there is no weight on your shoulders other than the hurting
of your scalp and that person is soothing you in a way that no
clonazepam, or whatever, can, right.
Thirdly, participants concluded that mental health services are only for White people
because they only saw or heard of White people using mental health services. For
example, one participant stated:
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Adwoa: …I think a lot of us don't access those services can be really do
to thinking that they’re for White people. They're not for us. That's really
the bottom line.
Another participant said,
Kwadwo: For White people, like, I've had people coming to the bank and
they're like, ‘Oh my therapist said this blah blah blah.’ And like, it's just
like, like, it's like, expected of them to like-. It's nothing out of the
ordinary for them to have, like, a therapist, and so, like talk to them
every week or, like, whatever. [laughs]
Likewise, participants believed that mental health services are not for Black individuals
because they rarely saw or heard of Black people using mental health services:
Yaba: So, I think the more we will show Black people in therapy, the
more we will be able to visualize ourselves, also in therapy. But if we
don't vision, if we don't see it, then it's like that's not for me
Similarly, another participant stated,
Kobla: … that is never something that we do. That’s something I saw in
Haiti or something-. When I got here, even the Black people here, we
talk about psychologists, they don't even look at you. They’re just like,
‘oh, that's for White people.’
Lastly, the promotional campaigns that advertise mental health services rarely have Black
people represented in them. This too made participants believe mental health services are
not for them. One participant explained,
Adwoa: So, when you put out your flyers and your information, if the
community doesn't see themselves in that, then they're not going to look
at it. If they don't see themselves represented in the health care services,
they're not going to access them.
A female participant from Ottawa who founded a Black mental health organization stated
the following:
Kosiwa: I remember the first a couple of months after I started the
foundation, there was this Bell Let's Talk ad and there was barely any
black people. I don't even think there was any Black people there. And
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so, if we don't see it out there, that means it doesn't apply to us. So, and
that's why I started, like, I try to do little campaigns when I can. Like, to
show Black faces because it's a problem within our community. So, I
think representation is important…
However, the following excerpts taken from sections of an interview with a female
participant living in Toronto, showed that seeing Black friends and family seek help for
mental health services made her believe that mental health services are not only for White
people:
Afia: …My cousin is going through it [therapy] at home and actually a
lot of my friends and my cousins, everybody, everybody kind of does it,
even my mom. She's actually doing a course on counseling right now.
…
When I look at my friends, I think everybody is quite pro-therapy.
Everybody sees the benefits of it. And it’s kind of with that mindset. So
why not do it if it's going to help you, help you heal, yeah.
…
Interviewer: Also, like, just something that I was thinking about, was
having friends and also family who have gone to therapy and done
counseling. I imagine would also make you more open to the idea as
well, maybe…
Afia: Yep, yeah, definitely, definitely, definitely.
…
Interviewer: So, do you feel like seeing other people that you know
going to therapy and going to counseling, do you feel like that affected
how you feel about going to therapy?
Afia: Yeah, yeah, yeah. I've always kinda, in my early days, I feel like
I've seen a lot of my, I guess, White friends go to therapy and I've never
really had any of my kind of Black friends go to therapy. So, it's only in
like the last two years I would say that it's really made me feel like, oh,
actually, this is really this is open, this is open to everybody and
everybody can benefit from it.
In sum, the first belief within the Beliefs about Mental Health Service Use category was
“mental health services are Eurocentric.”
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3.2. Mental Health Services are for People with Severe Psychiatric Conditions
The second belief in the Beliefs about Mental Health Service Use category is the belief
that mental health services are only for people with severe psychiatric conditions.
Participants described a severe psychiatric condition as a mental health concern that
resembled a description of a psychotic disorder.
Ama: I still thought that like it was only the crazy people who went to
see somebody, right. Like, I'm gonna be like walking on the street with a
shopping cart yelling at everything, right.
This belief also included the observation that Black Canadians do not view mild forms of
psychological distress as mental health problems.
Interviewer: What would count as, like, what do you think Black
individuals perceive as mental health difficulties, that you would talk to a
professional for?
Yaw: I think they I think when it comes to mental health, they go to, they
just view it as the extreme. There's no spectrum of, like, you know, it's
just, you know, stress from work and needing strategies to deal that
versus like bipolar schizophrenia or-, you know what I mean. Like,
things like that. So, I think they take it to the extreme.
Similarly, a female participant from Ottawa explained that she thought of the threshold
for seeking treatment for mental illness is when someone is having debilitating psychotic
symptoms. This led her to believe that it was unnecessary to seek professional help for
any other mental or emotional issue.
Interviewer: And then when you were younger, what was your idea of
what mental illness was?
Kosiwa: Oh, like, the I, I think the same idea that probably my mom still
has. It's like when they're talking about into mental illness, you think
about someone in the street throwing rocks like, I said, like, I remember
seeing that when I was a child in Haiti. And it's like oh like that's a crazy
person. Don't go close to that person. And unless it's at, like, where you
can't talk properly, or you can't function properly then you're fine. Like
you're-. Unless at that point, you're good. You don't have anything, like,
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you're fine. So, to me mental illness was someone who can't function. It
was someone who saw things. It was someone who couldn't act properly
or who can control themselves. So, it was really at to the extreme of what
mental illness actually is.
It was not until the participant acquired a better understanding of what mental illness is,
that she became more open towards seeking mental health treatment.
Interviewer: So, you said you're also like more open to the idea now of
talking to a professional.
Kosiwa: Yes,
Interviewer: What do you think has changed for you? Or, like, what do
you think has made you feel more open to it now?
Kosiwa: I think learning. I got the chance to learn a lot in the past few
years. Understanding what mental health and mental illness is. Knowing
the difference has been really, like, it's been a learning experience for
me.
3.3. Mental Health Service Use Involves Seeking Help from a Stranger
The third belief that emerged from the interviews for the participants was that seeking
mental health interventions means having to talk to a stranger about your problems and
asking the stranger for help. A female participant from Toronto stated that the expectation
to share and self-disclose in therapy causes Black individuals to be less willing to use
mental health services:
Adzo: And then considering, like, the idea, I guess, like-. I don't, I don't
know. Maybe like it needs to stop being pushed that they have to share it.
But just make it an op-, like, just let people know, it’s available but, like,
not always assuming that African Americans have to share. I guess
because I see often, like, there are a lot of posters saying like, ‘Oh,
you've been in this situation, so, like, come and share,’ things like that.
Similarly, a male participant from Toronto explained that his discomfort with opening up
to others would prevent him from wanting to seek help from a mental health professional
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because he knew using mental health services would involve having to open up to a
complete stranger.
Kojo: …'cause it took me a couple of years to finally have conversations,
or sorry, not a couple years, for me to at least-. It took me almost a year,
to actually have conversations with my coworkers at work now. And
they're good people, they're nice people, but, like, I know I still don't
open up to the, as, like, fully. I don't talk about really personal stuff, but,
like, I can now form conversations with them. I can joke around. And
that took a year. Imagine me going through a stressful situation and now
opening up to the random stranger who's there to psychoanalyze you and
try to figure out okay this is what's wrong with you. [laughs]
A female participant alluded to the idea that Black Canadians view using mental health
services as sharing personal information with a stranger. This goes against the Ethnic
Norm in Black culture that one only shares personal problems with people in one’s ingroup.
Esi: So, they (Black individuals) will prefer, like you know, calling
auntie or like talking with your mom or a friend but, like, personal
information to like a stranger? Um, I don't think so.
This comment foreshadows another common Black Canadian belief, the Divergence
between Cultural Norms and Beliefs about Mental Health Service Use category, which
will be discussed in a later section.
3.4. Mental Health Service Use Involves Discussing Emotions
The fourth belief is that one will have to discuss one’s emotions and be vulnerable when
receiving mental health interventions, such as counselling and psychotherapy. A male
participant, Kwame, from Montreal stated that when he was experiencing his mental
health difficulties, he knew that getting treatment would involve “dealing with [his]
emotions”. Similarly, a female participant, Afua, living in Vancouver expressed that
seeing a mental health professional would mean having to “talk about it [the mental
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health concern] and express our feelings and be vulnerable”. In the following excerpt, a
female participant, Adzo, from Toronto explained that the requirement to be open and
vulnerable with a stranger made her quite uneasy and unwilling to use mental health
services:
Adzo: I don't know. I just don't feel the need to talk to someone about-. I,
okay, I don't trust people in general. Okay, it's not necessarily trust, but I
don't feel the need to share something private. And I consider my
feelings private or my only personal things, I don't feel the need to have
to express it unless it's necessarily.
…
Interviewer: Right. I guess it's kind of like a-, like you're kind of opening
yourself up to them, and that's like a really like intimate, vulnerable thing
to do?
Adzo: Yes.
Interviewer: Yeah?
Adzo: I don't like putting myself in positions with vulnerability unless it's
necessary.
3.5. Mental Health Services Cost Time and Money
The last belief within this category is represented by the notion that using mental health
services will cost one’s valuable time and money. One participant said, “It's, besides time
consuming just being there. Time-consuming, getting there. The time it's taken away
from what, from something that you'd rather be doing. Even if it's just sitting down and
watching TV,” (Kaku). Another participant expressed that receiving mental health
treatment is a “luxury… to have time to work on yourself because a lot of people don’t,”
(Abena). Similarly, another participant said, “working 9 to 5, just finding that time. When
can I fit it into the lifestyle?” (Afia). Furthermore, participants stated that using mental
health services “financially, can be really hard for people,” (Kosiwa). A female
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participant from Montreal with substantial experience using mental health services
explained:
Esi: The thing is, so it's like going to the psychologist, it's a lot of
money. And, you know, in the Black community, you have a lot of
people that are like a single mom, you know. And you know she has a lot
on her shoulders. She's, like, working like two jobs. Why the hell is she
gonna spend like a $80.00 an hour or $50.00 an hour to talk with
someone? She'll call her girl friend. And even though the girl friend
doesn't give great tools, well she can, like, let it out, you know. So, it's
about like you know the-. It's expensive. It's not cheap.
A male participant from Toronto stated that had it not been for the insurance coverage he
receives from work, he would not have been able to afford psychological services.
Kwadwo: It's covered. I have like $3000 worth of therapy covered. So,
that covers me more than enough than I need. And thank God for that
'cause I would not be able to pay for this out of pocket.
To summarize, the Belief about Using Mental Health Services category comprised the
following beliefs: mental health services are Eurocentric; mental health services are for
people with severe psychiatric conditions; mental health services involve seeking help
from a stranger; mental health services involve discussing emotions; and mental health
services cost time and money. The next major and the core category of the current
grounded theory addresses the way in which Black Canadians’ Beliefs about Mental
Health Services deviate from Cultural Norms and how this deviation influences our
willingness to use mental health services.
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4. Divergence between Cultural Norms and Beliefs about Mental Health Service Use

Divergence between Cultural Norms and Beliefs about Mental Health Service Use
represents the core category of the present theory. This category explains that
participants’ Beliefs about Mental Health Service Use led them to consider the extent to
which using mental health services corresponds or diverges from what they consider to
be culturally normative (i.e., Cultural Norms) or not. The attitudinal distance between
Cultural Norms and Beliefs about Mental Health Service Use varied among individual
Black Canadians and it layed on a continuum across the participants. Participants’
perceived Divergence between Cultural Norms and Beliefs About Mental Health Service
Use varied depending on the number of Beliefs about Mental Health Service Use they
endorsed and how strongly they endorsed these beliefs. For example, the most commonly
endorsed belief about mental health services was that the services are Eurocentric. Using
Eurocentric mental health services conflicts with the lived experience of being a Black
person because the services would not be sensitive to the needs of Black people. Another
concern is that using mental health services involves seeking help for one’s problems
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from a stranger and having to talk about one’s deep emotions. These perceived
expectations diverge from norms in the Black community because Black Canadians cope
with mental health concerns by solving our problems independently, not discussing our
emotions, seeking social support, and using spiritual support. Similarly, psychological
help-seeking also diverges from norms that were expressed by many Black men, such as
solving problems independently on one’s own and not showing emotions in public).
Lastly, participants stated that they believed that using mental health services requires
spending time and money. These perceive prerequisites conflict with the norms of those
who are in lower socioeconomic classes and those who do not have much disposable time
and income, as compared to people who are in higher socioeconomic classes.
In short, from the interview data I have observed that when there was a greater
discrepancy between participants’ Cultural Norms and their Beliefs about Mental Health
Service Use, participants were less likely to be willing to accessing mental health
services. It’s the very extent of this gap which contributes to Black Canadians’ attitudes
towards seeking mental and psychological interventions. For example, the following
excerpts illustrate how mental health service use conflicts with participants’ cultural
norms. A male participant living in Toronto explained that if he were to use mental health
services, he would expect the service provider to be White, which conflicts with his
lived-experience of being a Black person:
Kwadwo: In terms of therapy, I wouldn't, I'm not opposed to having a
White therapist, but I know because of the fact that I am Black and that I
live-. My life is-. I live differently. Because of that, it's important for me
to have someone who can relate fully or at least well enough.
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Similarly, this same participant felt that a White mental health professional may be
clinically competent, but he preferred a mental health professional who was also
culturally competent:
Kwadwo: So, I have a therapist now that I talk to. So, I specifically
wanted like a Black therapist… So, that was something I needed to do
because I realize that, like, sure, uh, a White therapist could, like, they
could have the same education and whatnot, but the lived experience is
not-. Like, I don't want to, I don't want to have to explain being Black
too. I just want you to get it and like be able to, like-. That's a waste, if
I'm paying you for like a 50-minute session. I shouldn't have to explain
my life, how I operate in this world… So, I think that that was the most
important factor.
Likewise, a female participant in Edmonton explained:
Awan: For other people, I think, like, in my head, I'm thinking of, you
know, family members that I know, or I'm thinking of these strong
African people who, in my head, I don't think there is any way-. And I’m
thinking of one person in particular. Like, if she had ever told her parents
she went and sought help they'd almost shame her, right. 'Cause you
know White people do that. You know we are African. We handle our[problems], you know.
A male participant from Montreal stated that the belief that using mental health services
involves expressing emotion violates the ethnic norm and the gender norm of “being
strong” and not showing emotions:
Kwame: …not knowing that at that point, as I should really be seeing a
psychiatrist or dealing with these emotions. But the fact is, know you’re
a man. And, especially as a Black man, you're not allowed to express
[emotion], you're not allowed to show weakness
Similarly, using mental health services also deviates from the cultural norm of
using spiritual support to cope with mental health concerns.
Ama: Because like, even when I tell people now like I might see, a
psychologist it’s like, ‘what are you doing?’ Like, you know, ‘that's
when you go to church.’ Like, everybody, like, like, in the Black
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community that goes to church is like, ‘you’re not praying to Jesus
enough,’
Also, the fact that mainstream mental health treatment practices are founded on White
Western culture and philosophies does not align with Black cultural philosophies and
worldviews. A male participant from Vancouver explained:
Kosi: I think you know Western more European psychology are more
assertive of Freudian or Jungian-. It's not necessarily, that it's not
spiritual, but it can, it can feel more clinical when you have a mental
problem, you know, you have a medical problem. It's not, it's not, just an
emotional crisis. And I think the emotional crisis is really what I identify
with more than the mental crisis which tends to sound more clinical,
more medical and not curable without medicines or whatever. So, I think
it's the Black psychology was reflecting the emotional of the person, that
might be easier for us to walk into your office and open up.
On the other hand, I observed that when the gap between cultural norms and the use of
mental health services was narrower, participants tended to report a greater willingness to
use mental health services. For example, one participant explained, if the mental health
professional were Black, this would align with the cultural norm of seeking help from a
member of our in-group. In addition, the Black mental health professional is more
familiar with Black culture:
Interviewer: So, if the person, let's say there was a Black therapist or a
Black professional that was available, do you think you would have been
more open to the idea at the time?
Kosiwa: Definitely. I think, like, the, some of the time that I've been able
to open, to open up more was with Black people because you felt there's
a comfort a familiarity talking to other people that looks like you that
you don't get when you talk to someone of another culture, uh, ethnicity.
Because I feel like I can talk to a Black person and we can relate on
certain points and we can understand each other. Where the other way, I
feel like I'm being, I might be, they might be judging me. And so, that's
why I'm, like, more closed up when it comes to talking to other ethnicity.
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A female participant from Nova Scotia who worked in the healthcare field stated that
when the mental healthcare provider is Black, there is a greater understanding of Black
clients’ difficulties, strengths, and experiences:
Adwoa: Our healthcare is better when the doctor or the nurse or the
psychologist that's looking after us is Black. Studies have shown that
time and time again, right. So, and that also has to do with, you know,
White people and their understanding of our pain, of our resilience, you
know. This idea that we can-, and we don't need certain things-. We're
not valued in that way in the system. And so, we know that, you know
what I mean. We're not, we're not blind to that fact.
A male participant living in Toronto explained that making mental health promotion
campaigns more culturally relevant to better reflect Black cultural norms (i.e., making
them less Eurocentric) would also improve Black Canadians’ willingness to use mental
health services:
Koku: …I think it's a little more than that is generating trust. It’s actually
digging deep in terms of helping people to broaden and deepen their
understanding of what happens to us in the context of an environment
that is oppressive and how that affects your mind, body, spirit, and all of
those things are connected. And what we can do to strengthen mind,
body, spirit, and what that looks like and how we can normalize our
relationship with people who might have an injured spirit and an injured
mind in the same way we would deal with a person with a broken leg,
you know. So, I think campaigns on stigma and mental health promotion
in our community have to really be grounded in a cultural understanding
of who we are, how we view the world, how we view society, what
things we value, what things are we understand, and how we work with
all of those that are a culturally appropriate way to help people to be
more responsive and open and supported when it comes to mental health
problems.
This participant also recommended that mental health treatment be offered in the form of
Black social support groups. This suggestion would, likewise, make mental health service
use more aligned with Black cultural norms such as seeking social support from in-group
members and “being strong.”
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Koku: …support groups around mental well being. It could be very
creative and innovative and it could be a way of just reducing the level of
stigma and discomfort people might have. And the ways we can organize
those things so it doesn't have the kind of therapy feel to it. It is Black
people doing some things that make us feel good about being Black and
we are naming some things that might be harmful to our mental well
being. Or talking about ways in which we're strong as Black people. We
can affirm our strengthen, resilience. We support each other. We share
resources and tips and tools and so on, and we just build a stronger
community.
Similarly, another participant explained that changing mental health treatment practices
to make them align better with Black culture and communication styles would improve
Black Canadian mental health service use.
Interviewer: …so it's partially if the psychologist is Black but it's also,
like, what are you going to do? Like, what is the actual treatment, like,
the actual practices, you're talking about?
Kobla: Exactly. The same-. The process is that you, you sit with that
person and talk to-. So, I, I think the approach will have to be very, in a
connectivity, on a connect-, like, you will have to connect with that
person…So, I guess maybe the idea of a shrink that is represented right
now is somebody that is in a high chair looking at you down and starting
to examine your brain. That's not something that feels, that sits right
because it feels like you're looking at them from the bottom and not on
the same level. That is just my own experience. But yeah.
Interviewer: So, like having that relatability is really important in almost
having, like, yeah, like you said, being more on the same level and not
like the therapist being like this authority figure who has-.
Kobla: Exactly!
Interviewer: Yeah. Yes, it was one thing where you're talking about,
like, not feeling comfortable with a professional whose White who
doesn't have the cultural awareness, or maybe not the same cultural
experiences and understanding. But also like the practices that tend to
happen, like, when you go to counseling when you go to therapy, like,
maybe some of those practices need to change or the way that people are
going about doing it could be changed to better fit, like, Black people's
experiences and concerns and how they want to solve their problem?
Kobla: Absolutely. Yes, I-. 100%.
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The Divergence between Cultural Norms and Beliefs about Mental Health Service Use
category illustrates that participants’ Beliefs about Mental Health Service Use has led
them to assess the extent to which using mental health services would correspond or
deviate from their own Cultural Norms. Throughout the reporting of the results,
Divergence between Cultural Norms and Beliefs about Mental Health Service Use, it will
be seen that this core category is linked to and bears impact on all of other categories in
the current model.
5. Empathy

One way that Divergence between Cultural Norms and Beliefs about Mental Health
Service Use influences Black Canadians’ willingness to use mental health services is by
affecting our perception about the extent to which mental health service providers can
understand and relate to our experiences – that is, their degree of Empathy. For instance,
participants explained that they would feel less willing to use mental health services if the
mental health service provider was someone who was not knowledgeable or was
insensitive to their culture. This is because this would make them feel that the service
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provider could not understand or relate to them. For example, participants stated that they
would be less willing to use mental health services if they expected the mental health
professional to be a White person, who would not be able to understand or relate to being
Black, due to a lack of lived-experience:
Adzo: …looking at the people I know, when people think of
professionals, they usually think of someone who's not Black, not
African American, who's not-. Who's Caucasian or like from Europe, or
yeah. So, I feel like because there isn't that connection of someone who
can actually relate with their situation and-, or-, like, they don't have a
role model that they could look to who's like them. Who's been in a
situation similar situation that. They don't feel like they could open up
that person, or even if they do, they’re just pretending, well, not
pretending to understand. But understanding what they've learned from a
textbook, not their own experience.
A female participant from Edmonton, who had used mental health services previously,
stated that because mental health professionals cannot relate to Black individuals’
experiences, the examples and interventions they would use would be less effective for
Black Canadians:
Ama: It's still like predominantly Caucasian people working in that field.
So, some of their examples just are very unrelatable…This white lady
talking about like her abusive husband, in some ways, and it's like don’t
get me wrong, there's like abusive husbands in Black culture, but, like,
how she was describing it, everybody seemed to be able to relate in the
room, and I was like, [shakes head, shurgs] Nope. Don't know what
you’re talking about here.
Similarly, a female Montreal participant explained that a therapist’s ability to understand
what Black people have gone through historically is important for providing us with
effective treatment:
Amica: Transgenerational trauma can affect a life. Like, centuries old
stuff can still affect a life. And so, while different ethnic and cultural
backgrounds might have different stories of-, or events of trauma-. I
think-. So, one is just like a therapeutic approach that kind of takes that
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seriously. But also, yeah, it's purposeful deliberate in knowing about the
specific kinds of generational events that might have shaped the
experiences of our lives of people of colour right now… just how the
way we move in the world, whether it's you know in school, or looking
for a job or walking into a store, just taking seriously that those, that our
lives are marked and shaped by that identity, in ways that affect our
psyche and so you can't go into a therapeutic space without that person,
like, not having a real true commitment to pulling that into understanding
the person that they're trying to help.
Furthermore, several male participants explained that seeking help from a mental health
professional who is of a different gender would also influence the degree to which they
believed this individual could understand their experiences as men. For instance, a male
participant from Whitby, Ontario stated,
Kaku: …which is another issue because, and, I don't know, if, if, if, if, if,
if, you know, if by saying this, this, this seems, um, in any way, sexist
but I, I wonder whether or not, um, a woman completely understands a
man's perspective without being the slightest bit biased, [laughs] right.
Just the slightest bit, right. Just, like, you know, may not understand the
woman’s [perspective]. Because, you know, we’re humans, but we're not
the same, right.
Another participant who was a male social worker in Nova Scotia explained that male
clients felt more understood by him because of him being male:
Ekow: I started to work in community with the organization called the
Association of Black Social Workers. And I did a lot of volunteer work
with them. And I did a lot of work focusing on men. While working with
that organization, I realized that there wasn't that much male social
workers. and at the same time. They were sending a lot of male, like,
clients to me, right.
While greater Divergence between Cultural Norms and Beliefs about Mental Health
Service Use was related to less perceived Empathy as described by the participants, less
Divergence between Cultural Norms and Beliefs about Mental Health Service Use had an
opposite effect. The latter led to more favourable perception of therapists’ Empathy and a
greater willingness to use mental health concerns on the part of participants. In particular,
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when mental health service providers were perceived to be knowledgeable and sensitive
to culture, participants said they would be more willing to seek help because that person
would be more likely to understand them and to relate to them more effectively. For
example, consider the following excerpt:
Esi: I should think about, well, going to a Black psychologist. They will
better understand what I'm going through, you know. Because where are
I worked in =NameofCompany= we couldn't choose. So, it was just, like,
okay, you got this assigned to you. But, so, like I said, it was like a
White person.
Interviewer: But if it was a Black psychologist, do you think you would
be happier? Or do you think it would have been better for you?
Esi: [laughs] Um, probably yes, because they would understand, you
know. We probably, like, live the same situation, with our parents, the
way that we were brought up. So, for sure, we would have already like a
connection.
Similarly, a female participant stated that a Black mental health professional would be
better able to relate to Black clients than a White mental health professional because a
Black mental health professional would have the lived-experience of being Black:
Awan: I don't want to make Black people sound like the they could only
deal with Black people but its so sensitive. And how do I tell you that
living in my skin is difficult when you've never experienced that, right.
In addition, I found that participants’ perceived higher levels of Empathy on the part of
the mental health practitioners to be also related to them being viewed with more
relatable values, worldviews, and philosophies. For example, a male participant stated
that he would be more willing to use mental health services if the mental health
professional could relate to and understand his values, rather than someone who adheres
strictly to a scientific worldview:
Akwasi: … it's just a question of me understanding what you stand for.
Like, what's your principles? Like, what's your values? What you believe
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in? Like, I don't want no one just imposing science on me. Like, I believe
in science. I even thought about becoming like a psychotherapist, you
know. But I need to know like what values you believe in, you get what I
mean. You don't necessarily have to be of the same faith, but I need to
know what your values are. And I need to feel like you can actually
understand me
Similarly, a male participant living in Vancouver stated that he felt more comfortable
having a mental health professional that understood Eastern philosophy:
Kosi: There's that spirituality part too. If I'm with someone who
understands. Because I'm, I'm-, next my, my, personal philosophy or my
ontology is more of that of Eastern. So, I think if I have a Black
counsellor or Brown counsellor who understood the Eastern philosophies
or religions that helps. Because I think counselling and psychology has a
lot to do with the self and therefore spirituality will come in indirectly.
So, I think [professionals] who understand Eastern philosophy is
definitely comfort for me.
This participant believed that if a mental health professional only understood Western
philosophies, this misalignment would make him feel less likely to be understood by the
individual.
In short, Empathy, in this theory, is represented by the participants’ perceptions of how
well the mental health service provider understands and relates to their experiences. Put
in a different way, Divergence between Cultural Norms and Beliefs about Mental Health
Service Use influences Black Canadians’ willingness to use mental health services
through the clinician’s Empathy.
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6. Trust

Divergence between Cultural Norms and Beliefs about Mental Health Service Use also
influences Black Canadians’ willingness to use mental health services through Trust. The
Trust category refers to our perception of the likelihood that the mental health
professional will treat us fairly. Black Canadians have less willingness to use mental
health services when we are unsure if we can trust the service provider and that the
individual will treat us fairly. This worry stems from participants’ experiences with
having been personally mistreated or witnessing mistreatment of other Black people by
members of the dominant society. For example, a male participant from Ottawa explained
that Black Canadians assume using mental health services means: 1) having to seek help
from a White mental health service provider (i.e., Beliefs about Mental Health Service
Use); 2) who will be unfamiliar with the experience of being a Black individual (i.e.,
Divergence between Cultural Norms and Beliefs about Mental Health Service Use); and
3) who might mistreat us the same way other Black people we know have been
mistreated by White people (i.e., Trust):
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Kobla: Just because, I really, like, you know. You're Black and you're
trusting a White person to evaluate your mindset which doesn't really sit
well, right. Because now you're thinking, well, it is, it's the type of
people that did all this terrible things. You got, you start thinking all
these things and it makes you feel certain way. So, you you start
doubting. You start not trusting them. And that's not even facts, those are
just, just assumption of that trust, so-.
Interviewer: Would you say that's associated with having experiences of
like racism and stereotypes, and-?
Kobla: 100%. Not just experience, but seeing it happening to others. And
it may not even be somebody experience it, so it could be somebody just
watching this happening. And, like, you know what I made up my mind
in the back of the head, of course like I would not trust these people. And
you have a problem? No, I'm good, I'm good. And they deal with
it…they don't talk about it because they don't want to have to do that.
Yeah, it's definitely racism, discrimination. The society seeing Black
people they-, it is the unfairness that we've seen in society how black
people are being treated unfairly unjustly. So, it's a trust issue.
A female participant from Nova Scotia explained that Black individuals do not trust
White individuals because of past and present mistreatment we have received from White
society:
Adwoa: There's a reason why we don't trust-, that we don't trust the
system. We don't trust White people in that way. I would say this is my
perspective and this is what I've heard from so many that-, remember
we’re coming from a lot of-, especially those of us here, that are here in
the diaspora, are coming from a traumatic experience, right. Our
ancestors came through traumatic experiences. We witness-, we just
witnessed what happened in the states to brother George Floyd. That's
not, that's not new…We have our own trauma. And so, the Tuskegee
Experiment is another thing. Testing on Black people’s bodies, like our,
but our bodies, including our minds, have always been tested. Like, a lot,
like lab rats essentially. So, we have that always in our mind…So, I think
that this is this resistance especially towards mental health… there's that
kind of why should I trust you to heal me when all you've done is hurt
my people? So, because there's that kind of foundation, I think a lot of it
is subconscious, we don't even know it. A lot of us don't even know it,
but there’s distrust. There's a distrust because of that.
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Similarly, a female participant from Ottawa explained that her personal experiences with
racism have shown her that a White mental health professional would not treat her as an
equal. Therefore, she had minimal desire to use mental health services:
Interviewer: So earlier, yeah, earlier we had talked about like what the
experience is like being a Black person in Canada and how there's daily
experiences of microaggressions and racism and prejudice. Do you think
that impacted it, or do you think that's, like, a factor that impacts you
know, our willingness to want to talk to professional?
Kosiwa: Yeah. For me it to go and see, especially a White professional,
it's a big-. Now, I'm more open to it, but back then it was like a big no
because in my head they already have such a low view on people of
colour. So, to go in and open up to somebody, like, be vulnerable to
someone who doesn't see me as an equal or doesn't see me as a person
wasn't, like, I was not interested in that idea at all.
Within the framework of the current grounded theory, Trust refers to participants’
perceptions of the likelihood that the mental health professional will treat them fairly and
equitably. Divergence between Cultural Norms and Beliefs about Mental Health Service
Use influences participants' levels of Trust and Empathy. These three categories influence
Black Canadians’ willingness to use mental health services because these three categories
all influence the next category, Comfort and Worth of Mental Health Service Use, which
in turn directly affects participants’ willingness to use mental health services.
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7. Comfort and Worth of Mental Health Service Use

Divergence between Cultural Norms and Beliefs about Mental Health Service Use,
Empathy, and Trust lead to Comfort and Worth of Mental Health Service Use for Black
Canadians. The Comfort and Worth of Mental Health Service Use category refers to the
degree to which Black Canadians feel comfortable using mental health services as well as
the extent to which we feel that mental health services are valuable and/or worthwhile for
us. Many Black Canadians do not use mental health services because we feel unease in
accessing them. For example, when describing why he would be unwilling to use mental
health services, a male participant from Toronto said,
Kojo: I don't, I don't think I would be that likely to go. I say that because
there's a few things that um. Like, I have a, I have a, I have a
procrastination habit. [laughs] I guess you could say. Where if I don't
feel comfortable, like, 'cause, like, if I don't feel comfortable doing
something then I don't [do it]. Like, even if I know it's for the greater
good.
Another participant said that talking to his elders was preferable to talking to a
professional about his problems because of the discomfort associated with talking to a
professional:
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Koku: Talking to my grandmother, talking to my elders, was in a sense
of form of therapeutic release and comfort. As well, they weren't
professionals, but they provided much of what a professional would have
provided without the label and the other things that might come with
that, the discomfort and so on.
Participants who were more willing to use mental health services expressed greater
comfort with mental health service use than participants with less willingness to use
mental health services. When asked about his comfort with using mental health services,
one participant said,
Kosi: Well, I think that's evident. I obviously, I offered to use these
platforms. So, I'm very comfortable with it because I think I'm like you.
I'm aware that it isn't an area that we Black people, you know, feel
comfortable with.
Similarly, another participant stated that increasing Black Canadians’ comfort with using
mental health services would increase their willingness to use mental health services:
Yaw: The more awareness there is, the more comfortable, especially
within the Black community, the more comfortable they will feel with
exploring that option or seen one [a mental health professional].
The perception of the worth or value of using mental health services refers to Black
Canadians’ mental calculation or evaluation on whether or not using mental health
services would be helpful and a good use of time and money. For instance, one
participant explained that many Black Canadians do not think it is worth it to spend
money to sit and talk with a mental health professional:
Kobla: So, it's fairly new to Black people, like, you know, they don't,
they don't, they don't ever, ever, try to look for a psychologist. Not in the
sense where everybody-, all the cultures do, but, many of us, not all, like,
but many of us, we don't because it's not something that we would like to
spend $300, $200 for just to sit down and talk. We just don't see the
value in it.
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Another participant said that he was unwilling to see a mental health professional because
he was skeptical that the person would be helpful to him and thus doing so would be
wasting his time and effort:
Kofi: … I didn't want to go to this person and be like, oh, this my
problem, and to hear maybe that they turn around and tell me, well,
there's nothing they can really do for me. So, yeah, I just poured out
everything to you and you can't help. Waste of my time. And so, I guess
that's the reason why I didn't go.
Contrarily, a male participant from Toronto with favourable attitudes towards using
mental health services viewed seeking help from a professional as quite worthwhile:
Fifi: … so, I have to actually pay for it [mental health services] but I
already know the benefits of it. And maybe it's worth coughing up that
extra bit of cash to do it
In the following excerpt, a female participant from Ottawa with a high level of
willingness to use mental health services described mental health services as
“invaluable”:
Abena: …Even seeing a psychotherapist, as I have been. And it has been
tremendously helpful… but I'm also in a job right now where I can
afford to pay the full bill every time I go. And, like, but I still don’t go as
often as I would like. I would go, I would love to go more often. So, I
think I would get more out of it, but because you know the price is so
high and it's understandable. Like, the time is invaluable… like, the help
is invaluable.
In sum, participants’ perception of Comfort and Worth of Mental Health Service Use
depended on the elements of Empathy (i.e., how much they felt they would be understood
by the service provider), Trust (i.e., how much they trusted that the service provider
would treat them well), and Divergence between Cultural Norms and Beliefs about
Mental Health Service Use (i.e., how much they felt that using mental health services
aligned with their cultural norms).
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7.1. Connection Between Empathy and Comfort and Worth of Mental Health
Service Use
The following excerpts further show how the Empathy category and the Comfort and
Worth of Mental Health Service Use category are connected. For example, the following
quote from a male participant from Montreal points to the belief that a White mental
health professional who “believes in all lives matter” would not understand him and this
would make him feel less comfortable about receiving help from this person:
Akwasi: …if I go see a therapist, …[because] I feel like people are, you
know discriminating against me. And I, and I, go see some White dude
that never really been exposed to like Black folks and he believes in all
lives matter. I'm not, I'm not gonna open-, like you don't even understand
me. You get me? So, why am I gonna feel comfortable?
Other quotes that indicate a connection between Empathy and Comfort and Worth of
Mental Health Service Use illustrate that when participants thought about seeking help
from a mental health professional who would understand their experience, this led to
greater comfort with accessing mental health services. Consider the following excerpt,
for example:
Interviewer: So, kind of going off of that, if the person, let's say, there
was someone at like this student counseling center, who was, maybe, not
White or who was perhaps Black or an ethnic minority or something
along those lines, would that make a difference?
Koshi: Oh yeah, definitely. I feel like I'll be more comfortable to talk
'cause I would just have the assumption that you know we have shared
experiences that are probably similar. They probably, if they're, if we
don't have shared experiences, at least like are aware, you know, of our
experiences.
Another participant mirrored this sentiment by saying,
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Kosi: …because- because she could relate to- relate to me as a Black
person, or a brown person. So, and it was true, and I did feel more
comfortable knowing that she was a Brown person
Participants also explained that when they expected that the mental health provider could
not understand their lived-experiences (i.e., less Empathy), they also expected that the
services would be unhelpful and thus not worthwhile (i.e., less Worth of Mental Health
Service Use). For example, when asked how his experiences as a Black man affected his
willingness to use mental health services, one participant had this to say:
Kofi: …I guess it would be just the fact that, a couple of things, like,
somebody that's not in your culture or in your, your, race, they wouldn't
understand you. So, it would kind of be a waste of time.
Another participant explained that a mental health professional without an understanding
of the Black experience might be helpful to some degree, but they would not be as
helpful as a mental healthcare provider who has that understanding:
Koku: …the main reason why I would be seeking out a professional is
because I need help. And I would want to be reassured that the person is
capable of helping me. And in my view, that capability involves some
really important basic things. I could go to a general generic therapist
who might be a nice person, who might have a really good clinical skills,
who might be conscientious and committed and, you know, respectful
and ethical, and all of those things. And I might derive some benefit
from that, but I shouldn't have to explain, cultural or racial context to a
therapist in an ideal setting. They should be able to get it and understand
it and know how to manage it in the therapeutic relationship we have. As
opposed to me educating them or explaining or giving context and so on.
7.2. Connection Between Trust and Comfort and Worth of Mental Health Service
Use
The connection between the Trust category and the Comfort and Worth of Mental Health
Service Use category are further illustrated in the upcoming quotations. It was found that
when Black Canadians have reason to believe that our mental health professional might
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mistreat us (i.e., less Trust), this makes us feel uncomfortable (i.e., less Comfort with
Mental Health Service Use) and thus feel more reluctant to use mental health services.
For example, a male participant from Ottawa stated that not being certain if he could trust
White mental health professionals “doesn’t really sit well,” which I interpreted as
discomfort:
Kobla: … There's a sense of distrust, actually, right. Just because I
really, like, you know-. You're Black and you're trusting a White person
to evaluate your mindset, which doesn't really sit well, right. Because
now you're thinking, ‘Well, it is, it's this type of people that did all this
terrible thing [anti-Black racism] you got, you start thinking all these
things. And it makes you feel certain way. So, you, you, start doubting.
You start not trusting them.
A female participant from Nova Scotia likewise explained that having a Black mental
healthcare provider increases Black Canadians’ comfort with using mental health
services, because we can trust that a Black mental health professional would be less
likely to be racist toward us:
Adwoa: We feel comfortable around ourselves, but our’s has an extra
added layer of racism and oppression, right. So, we don't trust the same
way. Of course, we feel more comfortable… But I'd say more times than
not, it is very comforting, very comforting to see yourself represented.
You trust based on that, you trust more… So from a health professional
standpoint, I think, empathizing with your people, right, another Black
person, understanding that this is another Black person in front of you
allows for a different relationship, from the from the from the onset. It
just allows for a different relationship. There's no guessing. You don't
have to guess and think, you know, about racism in those instances.
Similarly, the following quotes demonstrate that Trust influences Black Canadians’
perception of value or worth in mental health service support; they highlight the point
that the anticipated mistreatment by a clinician can cause us to assume that the mental
health service will be unhelpful. For example, a female participant from Montreal said,
“but already you know that the system doesn't work for you. So, what is the point? What
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an enormous waste of time,” (Akua). Similarly, a male participant from Edmonton
explained that if he were to use mental health services, he would expect that the
stereotypes and prejudice of the mental health professional about Black people would
interfere with their ability to deliver effective treatment:
Jojo: …it's just growing up, right. Like, what people have said, it's, like,
again, with the whole-. That's why I felt that way about my counselor in
school. Like, I don't need to talk to you. Like, you really-, sometimes I
even-. Like, they don't care, like, you know. Like, how can you help?
Not to say I'm a product of my environment, like, there's always, you
know, find ways to diversify… But it's like, you know, what can you
really do, you know? … being told, engraved in your mind-, not really
engraved in your mind, but saying, like, you know…you're like, ‘OK.
So, what can I say to this person, that will you know, again, not make me
like the rest?’ Or again, you are there to get categorized yourself. So, it's,
it's, it's a mental state, a state of mind.
7.3. Connection Between Divergence between Cultural Norms and Beliefs about
Mental Health Service Use and Comfort and Worth of Mental Health Service Use
Lastly the following excerpts reveal how Divergence between Cultural Norms and
Beliefs about Mental Health Service Use is closely linked to Comfort and Worth of
Mental Health Service Use. Since the Divergence between Cultural Norms and Beliefs
about Mental Health Service Use category also directly influences the Empathy and Trust
categories, the relationship between the Divergence between Cultural Norms and Beliefs
about Mental Health Service Use category and the Comfort and Worth of Mental Health
Service Use category can be described, in a quantitative statistical term, as ‘a partial
mediation’. This means that the Divergence between Cultural Norms and Beliefs about
Mental Health Service Use category impacts the Comfort and Worth of Mental Health
Service Use category through three different pathways. Figure 3 shows a visual
illustration of the three different pathways from Divergence between Cultural Norms and
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Beliefs about Mental Health Service Use to Comfort and Worth of Mental Health Service
Use.
The first is an indirect pathway in which Divergence between Cultural Norms and Beliefs
about Mental Health Service Use first impacts the Trust category which in turn impacts
the Comfort and Worth of Mental Health Service Use category (see Pathway 1 in Figure
3). The second is also an indirect pathway in which Divergence between Cultural Norms
and Beliefs about Mental Health Service Use impacts the Empathy category which in turn
impacts the Comfort and Worth of Mental Health Service Use category (see Pathway 2 in
Figure 3). The final pathway is a direct link between the Divergence between Cultural
Norms and Beliefs about Mental Health Service Use and Comfort and Worth of Mental
Health Service Use categories (see Pathway 3 in Figure 3).

Divergence between Cultural
Norms and Beliefs about
Mental Health Service Use

Comfort and
Worth of
Mental Health
Service Use
Empathy

Trust

Figure 3. The three pathways between Divergence between
Cultural Norms and Beliefs about Mental Health Service Use
and Comfort and Worth of Mental.
Red = Pathway 1
Blue = Pathway 2
Black = Pathway 3
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Pathway 1 was previously explained in the “Trust” and “Connection Between Trust and
Comfort and Worth of Mental Health Services Use” section. Pathway 2 was previously
explained in the “Empathy” and “Connection Between Empathy and Comfort and Worth
of Mental Health Services Use” section. For Pathway 3, it is important to point out that
this relationship (the direct connection between Divergence between Cultural Norms and
Beliefs about Mental Health Service Use and Comfort and Worth of Mental Health
Service Use) is dependent on one’s Internalization of Cultural Norms (i.e., the degree to
which the participant viewed Cultural Norms as a part of their personality; see Figure 4).
This means that Divergence between Cultural Norms and Beliefs about Mental Health
Service Use had a stronger influence on participants’ Comfort and Worth of Mental
Health Service Use when participants viewed Cultural Norms as a part of their
personality (i.e., internalized the cultural norms). Whereas Divergence between Cultural
Norms and Beliefs about Mental Health Service Use had a weaker bearing on
participants' Comfort and Worth of Mental Health Service Use when participants did not
internalize their cultural norms.

Internalization
of Cultural
Norms

Divergence between
Cultural Norms and
Beliefs about Mental
Health Service Use

Comfort and
Worth of
Mental Health
Service Use

Figure 4. Divergence between Cultural Norms and Beliefs about
Mental Health Service Use and Comfort and Worth of Mental
Service Use modulated by Internalization of Cultural Norms
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The excerpts presented in the following subsections illustrate the way in which the
Internalization of Cultural Norms category impacts the relationship between the
Divergence between Cultural Norms and Beliefs about Mental Health Service Use and
Comfort and Worth of Mental Health Service Use for participants who have versus those
who have not internalized cultural norms.
7.3.1. Connection Between Divergence between Cultural Norms and Beliefs
about Mental Health Service Use and Comfort and Worth of Mental Services
for Participants who HAVE Internalized Cultural Norms
It was found that participants who have stronger internalized cultural norms were more
likely to describe using mental health services as uncomfortable and not worthwhile. A
male participant from Toronto, Kojo, explained that solving problems independently is
both a cultural norm and an aspect of who he is:
Interviewer: Do you think that its kind of a cultural thing? … people in
the Black community are more like, ‘No. I have to deal with my own
stuff on my own.’ … Like do you think it's a cultural thing or do you
think it's more like [your] personality?
Kojo: I feel like it's a little bit of both…
Then later in the interview, when asked why he would not want to use mental health
services he said,
Kojo: …because, like, it's like being independent, that's like the ideal.
Like, if you can do it yourself and you don't really necessarily need extra
help, why would you call people to help you I guess, right.
In the next excerpt, Kojo further explained his reluctance and discomfort with using
mental health services:
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Kojo: …and then and then top of that-. Yeah, like that's another thing I
have, I have to force myself to open up to someone that I don't know and
I'm not comfortable with that.
These excerpts reflect the fact that Kojo strongly adhered to the cultural norm of solving
problems independently and his unease with the idea of seeking help from a mental
health professional.
Another example of how Internalization of Cultural Norms category impacts the
relationship between the Divergence between Cultural Norms and Beliefs about Mental
Health Service Use and Comfort and Worth of Mental Health Service Use can be seen in
the case of Adzo. Adzo is a female participant who internalized the norm of not
expressing emotion:
Adzo: … I just don't feel the need to talk to someone about-. OK, I don't
trust people in general. OK, it's not necessarily trust, but I don't feel the
need to share something private. And I consider my feelings private or
my only personal things. I don't feel the need to have to express it unless
it's necessary.
In this same interview, Adzo stated that she would be uncomfortable with seeking help
from a mental health professional because it would involve having to share her emotions.
This expectation of emotional disclosure in therapy deviates from the cultural norm of
not expressing emotions, which Adzo firmly adheres to.
Interviewer: So, you said if you went, you probably wouldn't say very
much. you'd probably be pretty quiet, right?
Adzo: Yes, respectful, but quiet.
Interviewer: So, there's something about sharing, I guess, with a stranger
that would be really uncomfortable?
Adzo: Yes.
Interviewer: Yeah? Would-. OK. So, I'm wondering, like, what would
be uncomfortable about it for you personally? Like, them knowing stuff
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about you or like what will they do with that information? Or, like, like,
what, what is it for you?
Adzo: I just don't like the idea of having-. I find my emotions private. I
don't-. I'm private so I don't feel that I don't like the idea of someone
having to let someone else, I don't know, in...
As with Kojo, the excerpts above show that Adzo’s adherence to her cultural norms led
her to feel uncomfortable with using mental health services.
Participants, like Kojo and Adzo, who have internalized cultural norms are also
accustomed to dealing with their mental health difficulties in ways that have worked for
them in the past. Thus, using mental health services means having to try a new strategy
that has questionable value and effectiveness for them. In other words, when given a
choice, Black Canadians do not see the value in doing something different (i.e., seeking
professional help) when we think staying close to our cultural norms has worked for us in
the past. A female participant from Ottawa explained that she has internalized the norm
of dealing with difficulties independently and not asking for help:
Interviewer: So, it kind of makes me think it goes back to the upbringing
like your mom is sort of telling you really early on. Like, OK, if you can
handle it then it's fine. Like, you don't need, you don't need help.
Kosiwa: Like, I know better for others, but that's still in my head…
Throughout this interview, this participant explained that she has coped with her mental
health difficulties independently by keeping herself busy:
Kosiwa: Yes, see that's usually my way of coping, like, and I'm able to
actually see it because every time we-, it was just the third year, um,
since she passed, and I realize that every time that time is coming
around, I'm always finding myself like doing something like a big
project.
Interviewer: Okay, like staying busy.
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Kosiwa: Yeah. This year, like, I reinvented, like, I redid the whole
website. The whole website. And, like, I created a-, we have like some
events coming up, we're launching this, we're launching that, and it's like
I keep myself busy because, like, I think it's the, it's being afraid that if I
allow myself-, because I still have so-. Like, I work full time. I have the
foundation. I have five kids. And I have a business. So, I feel like the
moment that I allowed myself to truly and just completely feel, I don't
know how long it's going to take me to get back. If that makes any sense.
So, if I know if I continue like that, I'll never find the time and it's very
unhealthy. [laughs] It's extremely unhealthy, but my way of going
through it is keeping myself busy and doing something that I know that
she would be proud of.
Accordingly, this participant explained that when she was experiencing mental health
difficulties, she did not see a reason to pursue professional help:
Kosiwa: And so, I never really thought about talking to somebody
because I didn't, I didn't understand what they did, like, what the purpose
of it would be.
Similarly, a male participant from Whitby who firmly internalized the cultural norm of
self reliance for solving one’s problems, explained that such a belief and strategy had
helped him cope with stressful situations well thus far:
Kaku: I, I, I would say that I prefer if I can deal with things on my own
rather than involving other people. I think I, I, cope well with stressful
situations. And I think I, I, have the tools that allow me to, to, be able to
get through certain difficult things without having to rely on somebody
else.
Later in the interview, when I asked him about his willingness to seek help from mental
health professional, he responded,
Kaku: …and just divulging personal information that I don't like to
divulge-. I just didn't think that that it would be beneficial enough for me
to go through it.
In these excerpts, Kosiwa and Kaku highlight that they adhered to the cultural norm of
coping with their mental health difficulties independently and they likewise did not see
the need or value in seeking professional help from mental health services. These
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examples based on Kosiwa’s and Kaku’s experiences are further illustrations of how the
Internalization of Cultural Norms category can shape the relationship between
Divergence between Cultural Norms and Beliefs about Mental Health Service Use and
Comfort and Worth of Mental Health Service Use.
7.3.2. Connection Between Divergence between Cultural Norms and Beliefs
about Mental Health Service Use and Comfort and Worth of Mental Services
for Participants who HAVE NOT Internalized Cultural Norms
In contrast to the previous observation, participants who did not internalize cultural
norms stated that they were comfortable with the use of mental health services. This
supports the observation that when participants did not internalize their cultural norms,
Divergence between Cultural Norms and Beliefs about Mental Health Service Use had a
weaker influence on their Comfort and Worth of Mental Health Service Use. A male
participant from Vancouver showed that he does not conform to the typical Black cultural
norm and is not afraid of being vulnerable with others:
Kosi: …this notion of psychology of being one-on-one with someone is
very intimidating for Black people. I don't know for sure, but I think
perhaps the one-on-one with a counsellor can be quite intimidating. The
notion of isolation and being so intimate with someone you don't really
know. So, I think there are different factors that I'm seeing in terms of
why Black people are not accessing that sort of help. And I'm more of-, I
guess, I am more of an intimate person. So, I like one-on-one.
This same participant also stated that he is very comfortable with using mental health
services:
Kosi: I'm very comfortable with it because I think I'm like you. I'm
aware that it isn't an area that we Black people, you know, feel
comfortable with. So, I think I I'm, I'm kind of a trailblazer in that sense.
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A female participant from Ottawa explained that part of the reason she is comfortable
with using mental health services is because she feels that she is more in tune with her
emotions as compared to other Black Canadians in her community. This suggests that the
participant did not conform to the Black cultural norm of avoiding emotion in favour of
focusing on concrete problem-solving:
Interviewer: If you had to, um, compare yourself to, let's say another
Black person like similar to you-, like you, you are sort of, like, quite
willing to use mental health services, right? Sorry, is that a correct
conclusion?
Abena: Yeah. Yeah. Absolutely.
Interviewer: How would you compare yourself to someone that is not as
comfortable doing that, and like what makes you different from them?...
Abena: Yeah. So, I think, well one I would chalk that up to being kind of
further along in my own journey. Like, I'm, I'm, pretty, like-, I'm very,
I'm a very emotional person, first of all. [laughs] Very in tune with my
emotions. And I think, I think there's probably just like a lot of fear there,
and a lot of resistance to facing some dark things. Like, it just depends
really on how people choose to deal with hardship.
Participants who had less internalization of cultural norms were also more likely to view
mental health services as worthwhile, compared to participants who had higher levels of
internalized cultural norms. For example, a male participant in Edmonton described not
internalizing the norm of solving problems without asking for help because his career as
an athlete involved learning and growing by receiving guidance and coaching from
others:
Yaw: …I've always been open to explore and learn and develop and
grow. And like I said, like I, I'm always trying to take every interaction
with someone as a learning opportunity. An opportunity to learn
something new about them. Learn something new myself. Trying
something new. Develop a new strategy. So, I felt that when I was open-,
I when started to become open, especially, even as an athlete… So,
accepting people’s information as well to or being open to hear it,
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whether it's good or not, and then-. So, I think that's kind of where it
started to develop from there.
Thus, when I asked him what he thought about getting help from a mental health
professional, he responded that it would be worthwhile for him to try it out:
Yaw: …like I'm always asking questions. I'm always trying to learn and
develop and be better myself. So, if it meant like listen, you should just
go check out a psychologist or, you know, and see-.100%, because
obviously they're going to have a lot of the strategies.
Lastly, a male participant living in Toronto explained that his personality made him
comfortable talking about his inner thoughts and feelings with his friends. Therefore, he
did not internalize the ethnic and gender norm of not disclosing one’s feelings and
emotions:
Kwadwo: …in terms of my close friends, we're all kind of, like, very
introspective, like, aware people. We're all Aquarius. [laughs] But like
we'd, we'd kind of be like our own kind of counselors, and, like,
therapists… I'd say that I I was always, like, I always-. I was always like
wanting to do therapy and to have a therapist… I don't know if I wanted
therapy specifically, but I'd always say, like, I'm mildly bipolar, 'cause
I'd have these like mood swings where I'm, like, just, like, I'm good and
then something changed, like, something happens and like my mood is
just, like, crap for the rest of the time being. Or I like this person and all
of a sudden, the next day I'm, like, I can't stand you. So, it was more like
I was aware of those kind of mood swings and those shifts and I, as a,
like, naturally inquisitive person, I wanted to find out more about that.
Similarly, when this participant had the opportunity to see a mental health professional,
he really saw the value in it:
Kwadwo: …like, now saying I have a therapist is like a flex honestly…
when I say flex, I mean like it is-. I'm doing this because I want to
improve myself and I want to, like, level up, pretty much. Like, I want
to, I want to evolve as a human and I want to, like, when I'm thinking
about like Maslow's hierarchy, like, this is like one step to self
actualization. [laughs] Like, this is my Oprah.
Interviewer: [laughs] There's, there's lots of-, a little bit of pride in it?
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Kwadwo: It is pride because it's like I'm working on myself and I am
proud of that because no one is forcing me to. And I'm doing this for
myself and, in a sense, others. Yeah. And it is a luxury 'cause... ya'll ain't
cheap. [laughs]
To summarize, the Comfort and Worth of Mental Health Service Use category refers to
the degree to which we, Black Canadians, feel comfortable using mental health services
and the degree to which we perceive mental health services to be of value and worth or
not. I found that Divergence between Cultural Norms and Beliefs about Mental Health
Service Use is closely associated with participants’ Comfort and Worth of Mental Health
Service Use through three pathways: 1) an indirect pathway that goes through the
Empathy category; 2) an indirect pathway that goes through the Trust category and; 3) a
direct pathway. Furthermore, I found that the relationship between Divergence between
Cultural Norms and Beliefs about Mental Health Service Use and Comfort and Worth of
Mental Health Service Use varies depending on the participants’ degrees of
Internalization of Cultural Norms. That is, Black Canadians who hold more tightly or
strongly to Black Canadian cultural norms, such as solving problems independently or
not showing emotions, are less willing to consider mental health services than those who
adhere less to those cultural norms.
The findings showed that the Comfort and Worth of Mental Health Service Use category
is directly and indirectly influenced by the Divergence between Cultural Norms and
Beliefs about Mental Health Service Use category. Similarly, Judgement from Important
Others, the next category I will describe, is also a direct result of Divergence between
Cultural Norms and Beliefs about Mental Health Service Use.
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8. Judgement from Important Others

The category Judgment from Important Others denotes Black Canadians’ fear that using
mental health services will lead to negative judgements from other people. Participants
described these important others as family, friends, romantic partners, and other members
of the Black community. As explained previously, for Black Canadians the behaviours of
seeking mental health services deviates from the cultural norms of “being strong” and
coping with mental health concerns on one’s own. For example, a male participant from
Edmonton explained that talking about his anxiety and sadness would violate his cultural
norms and this violation would cause others to view him as weak:
Komi: I never really talk about feeling anxious or I never talk about
feeling sad. I never talk about those things, right. So, I talk about a
particular issue, right. I don't know, that, that's probably the feeling I
have. So, I'll talk, I mean, I did talk, you know, I talk to my wife a little
bit about that-, about those feelings, right. But she's somewhat
dismissive, [laughs] So, so, I don't go there too often.
Interviewer: OK. So, I'm, I'm wondering what is it that makes it easier
to talk about the practical things and more difficult to talk about the
emotional things or feeling anxious and feeling anxiety?
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Komi: Well, it is the, its the safe zone. I mean I can talk to, if you're
talking emotional stuff for example, I'm feeling so anxious about this and
about that, it comes over as weak, right.
Another participant expressed a similar sentiment and stated that he was not willing to
use mental health services because of the perception of personal weakness by others:
Jojo: …my mentality from that back in the day would have been, like,
nah. I wouldn't ‘ve gone come talk to nobody ‘cause, you know-. You’re
looking at it and it's, like, that you know he's weak he can't, you don't
handle the pressure of his own
In addition, the belief that only people who have severe psychiatric conditions use mental
health services further contributes to this negative judgement about personal
shortcomings.
Interviewer: And then something, like-. You said that stood out in my
brain. It was like if, let's say, word got out that you went to see Dr. SoAnd-So and it was a black psychologist or therapist. And then, like your
family or friends, would be like, ‘what's wrong with you?’
Kofi: [laughs]
Interviewer: [laughs] It sort of felt like a judgmental ‘what's wrong with
you,’ but I wanted to clarify.
Kofi: It it would be. Because … if I'm seeing a psychologist it’s because
I must be crazy, right. They, we [Black Canadians] don't think about, we
don't think about it as, I just needed someone to talk to. And this is the
kind of person I should talk to because-, with my mental health. Right
away, you say you're going to see a therapist or a psychiatrist, they must
be crazy or something. So, they would use that judgment as, like, what's
wrong with you, kind of thing. And it's, like, ‘Are you crazy?’ What
have you-, what-, how deep are you in this that you can't even resolve
this yourself? Like a strong Black man. Yes, it would be, it would be
judgmental.
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9. Judgement from Self

In parallel to Judgement from Important Others, participants explained that Divergence
between Cultural Norms and Beliefs about Mental Health Service Use also led to
judgement from themselves. However, whether or not Divergence between Cultural
Norms and Beliefs about Mental Health Service Use influenced Judgement from Self
depended on the person’s Internalization of Cultural Norms. Interestingly, participants
who felt that their cultural norms were a part of their personality were more likely to
experience self-judgment than people who did not see cultural norms as part of their
personality. These above observations led me to hypothesize the following relationships
as indicated in Figure 5, which shows a visual representation of this connection.
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Figure 5. Divergence between Cultural Norms and Beliefs
about Mental Health Service Use and Judgement from
Self modulated by Internalization of Cultural Norms

For example, a female participant from Ottawa explained that when she was younger, she
internalized the cultural norm of solving one’s own problems independently rather than
asking others for help. In the following excerpt, she explained that at the time when the
norm was firmly internalized, she would likely have viewed herself to be weak had she
wanted to get help from a professional:
Interviewer: So, what would that [seeking help from a mental health
professional] feel like? I guess that would be sort of a pretty bad feeling?
Kosiwa: I think before maybe but now I understand that you don't have
to be able to handle everything.
Interviewer: OK. So, now, not so much.
Kosiwa: Yeah, yeah, now, not so much.
Interviewer: But before, maybe, yeah?
Kosiwa: Yeah, before it was, like, because I've seen my mom go through
like so many things and it's like OK she had her fair share of difficulties
in life and she's fine. So, like I can be as strong and so I can handle what
comes my way as well. And the thought of going to see somebody is
like, is it too much for me? And, but now, I'm, like, I have a better
understanding that I don't have to handle everything. That sometimes I

186

can put a stop to things, you know. Sometimes I can ask for help when I
need to ask for help.
Interviewer: Like, it's okay to ask for help?
Kosiwa: Yes, and I'm still learning that, like-. I think throughout
everything that I do, I always take everything on myself because I don't
want to bother other people with what must-. Because they have their
own life, they have their own issues. So, I'm always thinking I don't want
to bother people, like, even with [my organization], like, I do probably
95% of the work because I don-. And I have a team, but I do most of the
work because I don't want to bother people. And so, I'm still trying to
learn how to ask for help.
Interviewer: So, like, now compared to then you sort of realize it is OK
to ask for help and that is not like a bad thing to do that.
Kosiwa: Yeah,
Interviewer: So, before it sort of felt like, I should not, I shouldn't ask
people for help, like, I should try to handle all my, I should handle my
problems on my own.
Kosiwa: Yeah, yeah, I felt that back then it was-. Asking for help is
admitting that you couldn't do it and so it was like a sign of weakness
that maybe you're not as strong as you thought you were, you know….
Similarly, a male participant who internalized the gender norm and ethnic norm of
solving one’s problems independently and not wanting to seek others' help, reported that
he was “beating himself up” for not being able to manage his mental health concerns on
his own. He stated that deviating from those norms made him judge himself as weak and
caused him to wonder if he was ‘crazy’:
Interviewer: So, when you were, when you were talking about the time
when you are feeling a lot of stress and feeling overwhelmed, you said
you were kind of beating yourself up?
Kobla: Yeah.
Interviewer: Can you tell me why you are beating yourself up?
Kobla: Yeah, of course. It's a strong man thing. Because I felt like I
wasn’t being-, feeling as-, feeling like man. Why am I being weak about
this? Like, I can-. It's a man mental type of thing. Black men, mostly,
you know. Black men supposed to be strong or supposed to be resilient
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were supposed to be on top of everything. Nothing can bring us down,
like, we're seen as that person. And sometimes I feel like the pressure of
being just a man, and then on top of that, being a Black man, it becomes,
not unbearable, but it becomes so intense…and it's also, it's also fear of
like, oh, if I talk somebody, like, that, then, I guess maybe, I'm crazy. Or
maybe I'm, I'm not normal. So, you have a tendency to, you know, not
reach out for help because of this fear.
Unsurprisingly, participants who did not internalize the cultural norms did not mention
self-judgement in their interviews. In fact, one participant who did not internalize the
cultural norms was proud of himself for utilizing mental health services:
Kwadwo: …like, now saying I have a therapist is like a flex honestly…
when I say flex, I mean like it is-. I'm doing this because I want to
improve myself and I want to, like, level up, pretty much. Like, I want
to, I want to evolve as a human and I want to, like, when I'm thinking
about like Maslow's hierarchy, like, this is like one step to self
actualization. [laughs] Like, this is my Oprah.
Interviewer: [laughs] There's, there's lots of-, a little bit of pride in it?
Kwadwo: It is pride because it's like I'm working on myself and I am
proud of that because no one is forcing me to. And I'm doing this for
myself and, in a sense, others.
In sum, when Black Canadians endorse a high level of Internalization of Cultural Norms,
their Divergence between Cultural Norms and Beliefs about Mental Health Service Use
can lead to Judgement from Self. As follows, the extent of Judgement from Self and
Judgement from Important Others influence Black Canadians' willingness to use mental
health services is a function of the next major category in the theory - Shame.
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10. Shame

The category Shame in the theory reflects participants' expression of feeling embarrassed
or ashamed about using mental health services. As shown in the theory schema above,
Judgement from Important Others and Judgement from Self influenced participants’
willingness to use mental health services owing to the shame and embarrassment they
experienced from this process. Some participants reported feeling shame because of their
own self-judgements. For example, a female Montreal participant said,
Amica: … It was just kind of shame that kept me from like reaching out
or-. So, feeling like I could do it on my own. I shou-, I have to do it on
my own
A female participant from Montreal stated that her self-judgement caused her to have
shame that delayed her seeking professional mental health services:
Abena: …that at that point it, like-. I should have gone months prior. But
I was just so embarrassed. And I felt so, like, ashamed that I couldn't
handle it and that I couldn't-. But problems that it happened, like, in a
past life, it felt that I still wasn't able to deal with them and that gave me
this feeling of just like powerlessness
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Other participants reported feeling shame that comes from others’ judgements. For
example, a male participant from Nova Scotia explained that because people in the Black
community highly value the opinions of other Black people, shame directly affects Black
Canadians’ willingness to use mental health services.
Ekow: …Shame, like, people be so ashamed. Like, oh your, your, your,
your daughter's, bipolar, she she's… that's the problem. We're relational.
We are relational, which means we care what people think. As Black
people, we care what people think. Ae care that John Doe is going to tell
Susie that my daughter is sick. That's where the shame comes in.
Interviewer: And then people might judge them, like, negatively?
Ekow: Yeah, yeah, yeah, yeah right. And so, yeah that's what the shame
and fear comes in, too, right.
Similarly, a female participant from Edmonton explained that judgement from one’s
family can make Black Canadians feel ashamed of using mental health services.
Awan: For other people, I think, like, in my head, I'm thinking of, you
know, family members that I know, or I'm thinking of these strong
African people who, in my head, I don't think there is any way-. And I’m
thinking of one person in particular. Like, if she had ever told her parents
she went and sought help they'd almost shame her, right. 'Cause you
know White people do that. You know we are African. We handle our[problems], you know.
Therefore, the category Shame in the theory reflects participants' expression of feeling
ashamed about using mental health services. This directly impacts Black Canadians’
willingness to use mental health services.
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11. Willingness

Willingness is the degree to which Black Canadians are open to using mental health
services. This theory further explains that Shame and Comfort and Worth of Mental
Health Service Use lead to Willingness. In this model Shame and Comfort and Worth of
Mental Health Service Use categories accounted for participants’ reported reasons for
why and how willing they would be to use mental health services. Most participants
reported that when they first considered seeking help from a mental health professional,
they were quite unwilling to use mental health services regardless of the nature of their
mental health concerns. For example, a male participant from Toronto who was
expressing low mood stated that he would be unlikely to use mental health services:
Interviewer: How would you feel about seeing a counsellor for that
problem then?
Kojo: How would I feel?
Interviewer: Yeah, like would you be open to it? How likely do you
think you would be to do it?
Kojo: I don't. I don't think I would be that likely to go.
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A female participant dealing with the death of her sister and the stress of being pregnant
with twins, rejected seeking help from a mental health professional.
Interviewer: Alright, so, had you thought about talking to a professional
around the time that your sister died, or when you're feeling-? 'Cause you
were, also pre-, you said you were pregnant with twins at that time. So,
you also have the stress of that. And then I guess a lot of other things in
your life as well?
Kosiwa: I was hiding the pregnancy prior to knowing that so it didn't
help my situation at all, no.
Interviewer: So, had you thought about talking to someone then?
Kosiwa: Um, it was offered to me by the doctors and I thought about it. I
wanted to,but for some reason it-, just my instinct was to say no right
away.
Some participants in the study explained that if they had a mental health concern in the
near future, they would be unwilling to use mental health services.
Interviewer: … present day, if you were to have a mental health concern
again, again. Like, let's say, tomorrow something were to come up. And
you’re feeling, a lot of distress. How willing do you think you would be
to go talk to a professional?
Akua: Zero.
Interviewer: Zero [laughs] OK, not surprised.
Akua: Zero. Absolutely zero.
Participants were unwilling to use mental health services even when they themselves
perceived the problem to be severe. The following is an excerpt from an interview with a
female participant from Vancouver who was experiencing persistent depression; she was,
however, reluctant to seek professional help from a professional for over 6 months:
Interviewer: How long were you feeling really sad, I guess, before your
friend had said maybe talk to somebody.
Afua: It was probably around maybe 6 to 8 months.
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Interviewer: OK. Yeah. And how much did that, like, how much did the
depression bother you at that time, again, on the scale from one to ten?
Afua: A ten.
Interviewer: A ten?
Afua: Yeah.
Interviewer: So really, really bad?
Afua: Yes, I was not functioning. Like, I would just wake up. Sit there all
day. Yeah, wouldn't eat. I wouldn't sleep. I wouldn't see people wouldn't
talk.
…
Interviewer: Had you thought about talking to someone in that time?
Afua: Uhm yeah I. I thought about it. Like, the thoughts-, that crossed
my mind.
In a similar way, a female participant from Montreal who was struggling with severe and
pervasive substance use problems stated that she was unwilling to use mental health
services for over two years:
Interviewer: So, what areas of your life would you say were impacted by
this problem?
Amica: All areas.
Interviewer: So, I guess it would be safe to say that this was a pretty big
problem, like a bothered you a lot?
Amica: Yeah. Mhm. Mhm.
Interviewer: And how much, like, if you could rate on a scale from 1 to
10, how much would you say that it bothered you?
Amica: Uhm, so, yeah, it certainly took up a lot of mental space. I would
say 10.
Interviewer: a 10?
Amica: or 9
Interviewer: OK.
Amica: Yeah.
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Interviewer: So, pretty big problem, yeah?
Amica: Mhm, mhm.
…
Interviewer: OK. When you when you first noticed, that this was a
concern, about how long did it take before you decided to like try to
reach out for help?
Amica: Uh, maybe, maybe, two to three years.
Interviewer: OK.
Amica: Uhm, but in like in a very focused, consistent way maybe, five
years or so.
A male participant in Toronto described a stressful period in his life with multiple
detrimental effects on his mental and physical well-being. Yet, at that time, he refused to
seek help from a mental health professional for his issue:
Interviewer: OK. So, you had mentioned that it had an effect on you
both emotionally and physically?
Koku: Right.
Interviewer: Could you describe for me what those effects were? If you
could give me some examples?
Koku: OK, so physically just being tired all the time. Running on empty
because no rest and we work seven days a week. Um, sometimes by 6:00
AM I'm there until midnight most nights. So, that affected you in terms
of lack of sleep. Being a bit more, you know, on edge, jittery, exhausted,
um-. What's the word I'm looking for? I'm fidgety. And you know, quick
to, to, to maybe lash out or be-. Because of the tension and the lack of
sleep and stress and so on. It just became, yeah. It wasn't, it wasn't a
good time in terms of my physical situation. And emotionally. Fear.
Anger. Anxiety. Uncertainty. Frustration sometimes. Concern. I'm sure I
had bits and pieces of some depressive episodes in there. Feeling
pessimistic about things and so on. Irritability. You know those kinds of
things.
…
Interviewer: So, I'm wondering now, if you were to, kind of, put
yourself back in that frame of reference 30 years ago, and maybe you
had the thought or maybe someone suggested to you, you should talk to a
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professional about this. Like, how would you react to that thought or to
that suggestion?
…
Koku: Yeah. Well, the [me] 30 years ago? Not on your life.
A female participant from Ottawa described experiencing severe psychological concerns
for several months. During that time, she was very unwilling to use mental health
services:
Abena: At the age of 20, I was living on my own in University and I
basically had a complete, like, crisis. Felt-, like, melted down and
ineffective. I had by failed a semester. I stopped going to work. I was
very unwell for quite some time and I actually was able to eventually
with like a lot of support from my sister, I was able to eventually access
counseling and psychological help. But that took a long time. Like, it
took probably a few months of me being in a crisis.
…
I wasn't going to work anymore. I failed my entire semester. I was
basically staying in my house and crying all day. And I begin to develop,
like, really bad paranoia as well. I think there was also-, because I was, I
was using a lot of marijuana, at the time, to kind of self medicate. And
so, I was like developing paranoia and all sorts of things. I wasn't leaving
my house anymore.
….
Interviewer: So, when she [your sister] showed up-. I'm going to kind of
hone in on this kind of this incident. When she showed up, and I know
you said she dragged you, how literal is that? [laughs]
Abena: [laughs] Pretty literal. [laughs] So, I was like in my apartment
and I was like, ‘I don't wanna go. I'm not going,’ or whatever. And she's
like, ‘get in the car! Just get in the car! Like, just go to the car and we'll
talk more about it.’ So, she, like, got me in the car and I was crying,
crying, crying the whole time. And I didn't even want to be there. So
embarrassed and [laughs] and she, like, opened the car door and, like,
grabbed my arm and she's like, ‘we're doing this!’ [laughs] Like, she
really, it was, like, a guide, like a spiritual guide for me. Like, [laughs]
yeah, she yeah, she pretty well dragged me out of there. [laughs]
Interviewer: [laughs] so I'm-. There was a big part of you that definitely
didn't want to do this, right?
195

Abena: Definitely not [laughs]
Based on the interviews in this study, it is clear that most Black Canadians are reluctant
to use mental health services even when we are experiencing severe mental health
concerns. As revealed in this theory so far, this help-seeking resistance is largely caused
by a feeling of shame for accessing mental health services and also a perception that
mental health services are uncomfortable and lack meaningful value for them. Despite
overwhelming evidence of unwillingness, there are, however, Black Canadians who have
engaged with and utilized mental health services. In fact, two-thirds of the current
participants in the study reported having used mental health services in the past. As
follows, the next three categories in this theory (i.e., Manageability of the Problem,
Mental Health Service Use, and Past Mental Health Service Use) illustrate how and why
Black Canadians eventually use mental health services, and what effect their past mental
health service utilization has on their future mental health service use.
12. Manageability of the Problem
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The Willingness category suggests that most participants had very low willingness to use
mental health services when they first began experiencing mental health concerns. Those
who independently sought help from a mental health professional did so often when their
problems exceeded their capacity to manage the problem on their own. This is
represented by the Manageability of the Problem category. When participants viewed the
problem as manageable, they remained not wanting to seek help. For example,
Jojo: So, at that time I wouldn't have thought of no professional help
because it's like I could handle it.
Similarly, another participant stated that she did not seek professional help for her mental
health concern because the problem was “not that big:”
Adzo: Because I know the situation is not that big. It's not to the point
where I'm not able to function or the way I'm used to functioning is
disturbed. It's just a situation where I'm feeling this emotion at a certain
time, and I know it will pass…
It was when participants viewed the problem to be unmanageable that they sought help.
A male participant from Toronto said,
Fifi: My wife and I did go through a period of time where we did
counseling. And it was hard to come to that. But our problems were so
serious we went and did it.
A female participant from Vancouver who was experiencing persistent depression stated
that she decided to seek help when she was “tired of being stuck in the same spot.” She
realized that seeing a mental health professional was “the only way [she] would get
better,” (Afua). Similarly, a female participant from Montreal stated that she sought help
for her substance use concerns because “over the years [she made] several attempts to
change the habit. And not being able to sustain the change just brought [her] darker and
darker, deeper and deeper into this dark place of, like, not understanding,” (Amica).
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Thus, it seems that participants with low willingness to use mental health services, only
resorted to professional mental health help when they could no longer deal with their
difficulties, or when they no longer wanted to manage the mental health concern on their
own.
13. Mental Health Service Use

The category Mental Health Service Use represents seeking help from any kind of mental
health professional, which I defined in this research as anyone whose job is to address
mental health concerns. This included mental health counselors, therapists, doctors,
psychiatrists, psychologists, and social workers.
Only one participant in the current study reported willingly seeking help from a mental
health professional because he “was always like wanting to do therapy and to have a
therapist,” (Kwadwo). Most participants who had used mental health service stated that,
the first time they used mental health services, they were doing so with at least some
degree of unwillingness.
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13.1. Mental Health Service Use Due to Limited Manageability of the Problem
The following two excerpts illustrate the relationship between the Manageability of the
Problem category and the Mental Health Service Use category in the current theory.
Several participants explained that they did not want to use mental health services but did
so because the problem became so persistent and so severe that they could no longer
handle it. A male participant from Whitby did not use mental health services until his
relationship difficulties worsened:
Interviewer: So, what had changed, that made you decide to do that [see
a marriage counsellor].
Kaku: Uhm, yeah, it was just a, just a breakdown in the relationship that
I knew stemmed from that event. So, uh, I knew it was, it would be a
good idea to do so.
Similarly, a female participant did not seriously consider seeking professional mental
health care until she started having suicidal ideation:
Ama: … it was just, no matter, what, like, everything just seemed so
hard. And like, my like, my, my suicidal thoughts were so like-. I just
would sit there and be like planning out my death…
13.2. Mental Health Service Use Due to External Circumstances
On the other hand, some participants felt that they were in situations where they were
forced to use mental health services, or they had no other choice but to seek help. A male
participant from Vancouver said,
Kosi: I think that was the very first time I ever accessed counselling and
it was because I needed it. I didn't have a choice. It wasn’t something I
sought out. I was in such a, I was in such a state that I was very viciously
assaulted, like, violently. And I couldn't survive. I needed counselling…
not even medical [treatment] could get me out of it
Similarly, a female participant from Montreal explained that she first saw a mental health
professional because her employer forced her to:
199

Yaba: I didn't feel like caring and suddenly everybody was stressing out,
like, ‘you should care. We pay you to care.’ Like fire me. I don't care.
And that's when they forced me. I was forced to have a therapist.
A male participant from Montreal first used mental health services after his mental health
difficulties caused him to be arrested:
Kwame: Maybe 3, 4 police cars, and, uh, we were, you know, roughed
up and taken, and taken to jail. And so, [laughs] so one minute I'm
opening the studio, next minute I'm being swept off to jail. So, then I
ended up at a place here in Montreal called =InstitutionName=. It’s like a
medical, it's like a jail slash where, you know, they take care of you
medically, or-, you know. And that's when, the first time I was given
medication. And they were seeing, they were kind of testing to see what
was wrong. And then eventually they came up with the diagnosis that I
had a manic episode.
13.3. Mental Health Service Use Due to Encouragement from Important Others
Still, other participants recounted that the first time they had to use mental health services
was because a loved one wanted them to do so. A female participant explained:
Kukua: …as I got less and less functional, basically, my wife was like,
‘You need to go to the doctor. This is not normal. Like, grieving is
normal, but this is not normal.’
A female participant from Ottawa stated that she used mental health services for the first
time because her sister “dragged” her to it:
Abena: At the time I was very, very adamant on not speaking to anybody
about it. And my sister and I are extremely close. So, I would talk to her
about anything I was, kind of, going through. And so, she knows me in
and out. And so, when I, kind of, felt, like, out of control and helpless,
she was the one who, like, literally drove to my house and, like, dragged
me out of my apartment. [She] said, ‘OK, no. Like, we're going today.
Like, this-, this-, you have to go talk to somebody. You have to figure
this out.’
Likewise, a male participant with marital difficulties explained that he did not want to see
a counsellor, but his wife insisted that they see a marriage counsellor together.
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Fifi: …it took a lot to get to that point. But there was so much going on
just to reach that point. It was my wife that suggested it, not me… and I
hesitantly said yes and then we went forward
Participants who had used mental health services further explained that the extent of their
willingness to use mental health services was shaped by their previous experience, as
characterized in this final category in the theory - Past Mental Health Service Use.
14. Past Mental Health Service Use

The category of Past Mental Health Service Use represents Black Canadian participants’
positive or negative perceptions about the use of mental health services based on their
previous experiences. It also explains how participants’ previous experiences with mental
health service use can determine the likelihood of their future mental health service use.
First, participants’ Past Mental Health Service Use impacted their Beliefs about Mental
Health Service Use. Those who had positive experiences from the past with the use of
mental health services had more positive current beliefs about mental health services. For
example, after using mental health services, a male participant from Ottawa explained
that he no longer believed that mental health services were only for “crazy” people:
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Interviewer: So, you said you, sort of, felt uncomfortable about telling
people before, like, at that time, but now less? It's not like that anymore?
You feel OK talking about it with people?
Kobla: Yes, because I went through the stage where I thought about it or
I felt, so that way, again, it's an assumption, right… It's a crazy person
type of thing, so that gets to you. It would be, like, oh, so, I guess if
everybody is saying it, thinking about it, I guess there must be some truth
to it. So, you start image at least assuming and start behaving and
reacting to that based on these. So, when I went to it… I got to
understand the reality of what it is. So, I'm OK to talk about it because
I've experienced it in a level where nobody really did, or these people
talking about it never really-. So, I'm able to bring up the other side of it
and that's what makes me feel comfortable and confident to talk about it.
Interviewer: 'Cause it sounds like before, it's like, yeah, if everyone is
saying like, ‘Oh, you have to be a crazy person to go to this,’ and then
you go to it, and you're, like, ‘Oh no. Actually, you don't really have to
be a crazy person to go through it.’ Then it's, like, OK you can believe it
less and then you don't really, you're not as influenced by that
perception. So, then you, kind of, feel like I feel comfortable talking
about it because I know that's not true anymore?
Kobla: Exactly. So, I got the proof exactly that I needed by putting
myself in there
Past positive experiences using mental health services led participants to realize that
using mental health treatment can be brief, solution-focussed, and helpful. For example,
one participant said,
Kwadwo: I decided to see the school therapist, like, the therapists that are
just on campus. So, I saw her, and she was one of the counselors and she
kind of listened to what I was going through and suggested some things
to do. And some assignments and things like that. 'Cause it's really, like,
solution based. It's supposed to be like max six sessions. So, it's mainly
just, so, like, ‘What's your problem? What's your problem? And what's-.
How can we fix it, really? So, I'd say that was good.
On the other hand, participants with negative experiences with mental health services
from the past led to them holding even more negative beliefs about mental health service
use at the present. For example, a female participant’s experiences with over twenty
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mental health professionals have prompted her to firmly conclude that mental health
professionals are culturally incompetent:
Esi: [They] did not understand what we're living. So, that's my, that's
why I didn't like going to them, you know. I was going like once in
awhile and meet one. I never, I never saw like a therapist twice. Always
once because it was like, I wasn't impressed. Like I just said, they're not
aware of, like, what, like, other cultures are going through, you know.
And, you just go with that basic take of life, like, of the White life. That
is how, I see it. They're not trained for other cultures. Yeah, that's the
thing.
Another participant’s experiences with mental health services gave rise to her belief that
mental health professionals do not want to listen to her, and that they only prescribe
medication for mental health issues:
Akua: I realized that I needed someone to talk to and so, I said, you
know, I will go for this because I need someone to talk to, that's
impartial. But, in reality, they were just pill poppers, you know. They're
like little drug dealers in their fancy office. Being, like, ‘you're probably
bipolar, try this.’
Furthermore, the effect of Past Mental Health Service Use on Beliefs about Mental
Health Service Use had down stream effects on participants’ perception of value and
worth being assigned to mental health interventions, which in turn affected their ultimate
willingness to use mental health services. For example:
Interviewer: Compared to when you were younger, how would you say
that your views of using mental health services have changed overtime,
if at all?
Afua: Uh, yeah. Definitely more open and would recommend anyone to
get help if they need help. Uhm yes, like when I started the counseling in
8th Grade, I was, like, no, I don't need this. Only married people go to
counseling and stuff like that. And then around age 21 was when I
wanted to go for help is when I-, my views started to kind of change. But
I'm, I wasn't fully open to like taking medications and stuff like that. And
now, I'm like 100% in and I would recommend, even if you're healthy, to
go for counseling or therapy. Yeah. My views are totally changed.
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Interviewer: So, what would you say has led to those changes or made
you feel more open to it?
Afua: Just 'cause I see the benefits in myself. So, I thought the way I was
feeling was normal. But now that I am better, now I know that I wasn't
healthy and I wasn't OK. So, just seeing the changes within myself. And
just how much more healthier I am. I'm able to keep relationships,
healthy relationships. And just, yeah, my life has just been more positive.
Similarly, seeing how much she benefitted from using mental health services in the past,
another participant viewed mental health services much more favourably:
Abena: I had major biases and then now that I'm kind of on the other side
of it, and now that I see the importance of the tools and resources that
mental health professionals can give people, those are just, you know,
like, there is, there's a-, I'm trying to find the word but, uh, money
couldn't buy that. Like, it is so invaluable to have.
Whereas participants’ negative past experiences with mental health service use prompted
them to hold unfavourable opinions about using mental health services and subsequently
led to less willingness to use mental health services. A female participant from Montreal
explained that she was disappointed to find out that mental health professionals are “pill
poppers” and “drug dealers” which caused her to not want to use mental health services
in the future. She said:
Akua: … in reality they were just pill poppers, you know. They're, like,
little drug dealers in their fancy office. Being like, ‘you're probably
bipolar try this.’ And how could he possibly know that?! If I was bi-,
like, I took social sciences in CGEP. And so, I have no degree I know
damn well that if I was bipolar you wouldn't know that already, [laughs]
Part of being bipolar is that your shifty. Come on! It takes a while to
diagnose someone with bipolar… You're basically telling me that you
don't know what you're talking about. That's what you're saying by
telling me this.
…I sit, I go, I went a few times, uh but it was, like, as I felt attacked. Not
racially attacked, but like they were trying to pinpoint what was wrong
with me and give me a medication. So, you're saying talk about it, but it's
like you're trying to speed up time. Like, it's not like someone who's like,
oh I'm going to see a therapist and so I'm seeing you for like years and
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years and we develop a relationship and now you're trying to dig deep.
It's, kind of, like let's figure out the problem and give her some
medication.
…You can't just be experimenting on a single mom laughs] who's trying
to go to school. And so, I just stopped taking it. That was it. I through it
out and that was it… So, that was, that was, this is one situation that I
felt like the system absolutely failed me. And it did not really create, for
me, then to want to ever return to it
A female participant from Vancouver explained that she would be unwilling to use
mental health services in the future because she felt misunderstood by her practitioner
from her previous mental health service use:
Abla: She started talking. It was, like, well you didn't really get anything
that I said. So, I, kind of, left it there I didn't really want to go back.
…I don't know it was kind of like I should not have even said anything
to this person because it's like you don't get it, so you don't get to know
my, my person that-, that well. So, I don't know it was not like it was
not, yeah, I won't do it. I've never been to any, any, you know,
psychologist ever again.
…personally, I feel like I need to be convinced. Like, how big is going to
be my problem for me to be, like, it's really affecting me for me, in a
sense, that I need to see a doctor type of thing. I will not. That was the
first time I, kind of, opened up open myself up to a person where I was
waiting for, like, okay, give me, like, you know steps and
recommendations and you know. And I was not understood in a sense
where I wanted to be understood. So, I just say I would not do it again.
I also found that past mental health service use was related to participants' internalization
of cultural norms. Participants who reported having positive experiences with using
mental health services seemed to have less internalization of cultural norms. Although no
participants articulated this explicitly, it stands to reason that since using mental health
services is an act that deviates from cultural norms, positive outcome with seeking help
would indirectly lead participants to conclude that not conforming to one’s cultural norms
can result in positive outcomes. Since deviating from cultural norms led to positive
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outcomes, participants were less likely to believe that cultural norms personally applied
to them. In addition to having less internalization of cultural norms, these participants
were also more likely to report feeling comfortable with using mental health services. As
discussed earlier, the theory illustrates that participants with less internalization of
cultural norms have greater comfort with using mental health services. Consider the
following excerpt, for example:
Interviewer: How much, I guess, at the time, how much would you say
you sort of agreed with this idea, like OK, if I have a problem I have to
deal with it myself?
Afua: Probably 10 out of 10. Just 'cause I'm still like that today. I still
have those thoughts, like, I can, I can do it by myself when I know that's
not true. But yeah, so, yeah, 10 out of 10.
Interviewer: And would you say that those thoughts would make you
more likely or less likely to want to talk to a professional?
Afua: It used to be less likely, now it is more likely.
Interviewer: OK, can you explain can you explain that, how that is
Afua: So, when I was like, oh, I can do by myself that's when I would
just go downhill. And then, so from years of counseling is when I
realized, Yeah, if I'm, if I'm trying to isolate myself and not seeking help
those are warning, those are warning signs to me that I do need to go and
get help. So, now when I do get those thoughts, I’m, like, OK, reach out
and get some help or at least talk to a friend.
…
Interviewer: Compared to when you were younger, how would you say
that your views of using mental health services have changed overtime,
if at all?
Afua: Yeah. Definitely more open and would recommend anyone to get
help if they need help. Yes, like, when I started the counseling in 8th
Grade I was like, no, I don't need this. Only married people go to
counseling and stuff like that. And then around age 21 was when I
wanted to go for help is when I my views started to, kind of, change. But
I'm, I wasn't fully open to like taking medications and stuff like that. And
now I'm like 100% in. And I would recommend it even if you're healthy
to go for counseling or therapy. Yeah. My views are totally changed.
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Interviewer: So, what would you say has led to those changes or made
you feel more open to it?
Afua: Just 'cause I see the benefits in myself. So, I thought the way I was
feeling was normal. But now that I am better, now I know that I wasn't
healthy and I wasn't OK. So, just seeing the changes within myself. And
just how much more healthier I am. I'm able to keep relationships,
healthy relationships. And just, yeah, my life has just been more positive.
Participants who reported having negative experiences using mental health services
seemed to have greater adherence to cultural norms, than those who reported having
positive experiences with mental health services. Since using mental health services
involves deviating from cultural norms and the participants had negative experiences
doing that, this led participants to conclude that deviating from cultural norms is
unfavourable and it is therefore better to adhere to cultural norms and norm-based
behaviours. In addition to having a higher degree of internalization of cultural norms,
these participants were also more likely to report feeling discomfort with using mental
health services. As discussed earlier, the current theory explains that more internalization
of cultural norms made the prospect of using mental health services less appealing to the
participants. For instance:
Akua: …They're, like, little drug dealers in their fancy office. Being like,
‘you're probably bipolar try this.’ And how could he possibly know
that?! If I was bi-, like, I took social sciences in CGEP. And so, I have no
degree I know damn well that if I was bipolar you wouldn't know that
already, [laughs] Part of being bipolar is that your shifty. Come on! It
takes a while to diagnose someone with bipolar… You're basically
telling me that you don't know what you're talking about. That's what
you're saying by telling me this.
…
Interviewer: …Would you say that's sort of like a cultural norm, like, the
ability to protect ourselves? And earlier you mentioned that we are
strong people, like, we can kind of endure a lot and still be functional,
right?
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Akua: Yeah yeah,
Interviewer: So, how, how important for you personally, how important
would you say it is to abide by those norms?
Akua: So important
Interviewer: Yeah?
Akua: Abide by our own norms you mean?
Interviewer: Yeah. yeah, like the norms that we have in the in the Black
community.
Akua: Well, I mean, right now, I mean you can look at how you want,
but right now we are actually the most powerful people on this planet.
So, yeah, we gotta stick to our own norms, even if they're messed up
crooked.
…
…already you know that the system doesn't work for you. So, what is the
point? What an enormous waste of time… and the same thing when I
went for the medication. In reality I ended up weaning myself off it by
myself anyways. I ended up having to work with my own problems in
my own way… that's why you don't go to the medical system 'cause you
could, we we've always had to strengthen ourselves… we'll never get
anything out of this system because we can do that on our own. We can
self-medicate [laughs] we can talk about our problems until we're super
depressed and suicidal, we can do all those things by ourselves. What we
need is to be elevated and so you can get a lot from hanging out with
your girls.
…
All kinds of things happen all the time. When things hit me, I actually go
straight to the Bible. Surprise! [laughs] Surprise. Surprise. Our people
find, we find strength in the word of the Lord.
…
So, like one of the things that you would never hear in, about the
healthcare professional, kind of thing. but it's really important to my
people is, you brush each other's hair sometimes. The person with best
cane row will take out the comb and you'll sit there and let me yank at
your head. You don't know why. Once it starts to really hurt you. you'll
think ‘How did I land myself into this many cane rows again?’ But at
that point there is no weight on your shoulders other than the hurting of
your scalp and that person is soothing you in a way that no clonazepam,
or whatever, can, right.
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Outlying and Negative Cases
Corbin and Strauss (2015) describe outlying and negative cases to be cases that represent
variations in the theory or alternative explanations to the theory. It is common to find
cases and data that do not fit well with the theory. In the current investigation, outlying
and negative cases were found when a few of the participants described that they would
be more uncomfortable with mental health services if the service provider were Black.
These participants said that having Black mental health professionals as their therapists
might increase the risk that other Black people in their community will find out about
their service use. This is an example of a negative case because most participants in the
present study described feeling more comfortable with the use of mental health services if
they had a Black mental health professional – someone who has cultural sensitivity and
awareness about their situations and lived experiences.
For example, a male participant from Scarborough stated:
Kofi: Somebody that's another Black person, that might be a
psychologist, or a mental health professional-, that might make it easier.
But then, you know, we then have that stigma that, hey, they're also in
my community. They may live in our community, and it may
accidentally come out that, hey-. You might see them at a barbecue. And
people will be like, ‘you go see doctor so and so? what's wrong with
you?’
Similarly, a female participant from Edmonton explained:
Awan: …in the same breath though, and this is terrible-. If you find a
Black psychologist or whoever, then people are also a little nervous
'cause just in case you might know my family. Or we’re worried if you
really will be that professional or if I, you know, if I run into you, like,
are you gonna look at me 'cause I'm the crazy patient? …I think we need
to have faith in people outside of our self who are Black. That they, too,
are doing their very best…You need to have faith that these people are
being professional too and there not judging us. They're not talking about
us. They're not gonna out us. Like, all of those things that go with it.
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Outlying and negative cases also came up among Black male participants who described
that they would prefer to work with female mental health professionals rather than male
mental health professionals. Several Black male participants explained that they preferred
a female practitioner because they believed that women are more nurturing than men. A
male participant from Vancouver said,
Kosi: … I think having that female energy is helpful in counselling for
me. And there's probably a stereotype that women are you no more
nurturing. So, therefore maybe I'm you know biased in a sense about
why I would prefer a female counsellor as opposed to a male.
A male participant from Toronto explained that growing up around females is why he felt
more comfortable having a female therapist:
Kwadwo: So [laughs] a female because-. So, pretty much I've grown up
around a lot of females. So, the house is a lot of females. So, that's one
aspect. My friends, I think, as a result of that my friends have been
mainly females. So, I'm more comfortable talking to them in general.
Similarly, in the following excerpt a male participant in Montreal explained why he
would prefer a female mental health service provider:
Akwasi: …what I will say about men is, like, is that men-. I could be
wrong, I don't know. Just for me, I just feel like the most intimate stuff, I
think most of the time is only a woman that can access that type of stuff.
Interviewer: Okay.
Akwasi: You feel me? Like, you know what I mean? 'Cause like some
stuff you don't wanna-, you know, what I mean?
Interviewer: Like share with another guy?
Akwasi: Nah. For you to share with another guy that has to be, like, a
brother. You know what I mean. Like, real strong brother. And even
then-, you know what I mean.
Interviewer: Why do you think that is?
Akwasi: I think that's that motherly love thing,
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Interviewer: Okay.
Akwasi: Yeah, because I think that no matter what, like, no matter what,
no matter what, every guy, like most of the time you have a mother in
your life. Or some kind of strong female presence. And I feel like that's
that, that-, you know. 'Cause the mother-son relationship will never be
the same as mother-daughter. It can't even be com-, you know, you can't
compare it. It's, like, it's different, you know. So, I feel like there's
something to do with that somewhere along those lines, you know.
These cases contrasted with the more common cases where male participants typically
preferred a male mental health professional who would be more likely to understand their
lived-experiences.
Last, a theme emerged from the data that did not fit with any categories in the theory.
This theme was about participants not discussing their mental health concerns with loved
ones because they did not want them to worry or feel burdened. For instance, a male
participant from Scarborough stated that he wanted to be strong to avoid burdening his
children:
Kofi: For me it was very important because, well, important in a sense
that you know it's important to stay strong because it's, like, sometimes it
seems like if you break down there's no coming back from that
breakdown, right? But I won't say it was, it was, it was important to
myself to be strong. Like, to be strong for my family and show my kids
that hey, you know. I don't want them to have to-. Also, this is
something-. They're kids. I don't want them to be worrying about this.
Similarly, a female participant in Vancouver kept her mental health difficulties hidden,
not because she felt ashamed or feared negative judgement from others but because she
did not want her family to worry about her:
Afua: and also, a big part was I didn't want them to worry about me.
Interviewer: Yeah?
Afua: Yeah.
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Interviewer: Like what kind of things would they be worried about for
you?
Afua: I don't know. Like, maybe, just thought I would kill myself. I feel
like everyone just associate's depression with suicide. And I didn't really
get to the point of having suicidal thoughts, like, I had suicidal thoughts,
but I will never have a plan or act it out. Yeah, so, I'm just afraid that
they would think I would want to kill myself. And I definitely wasn't
eating. So, I was like, very underweight. And I was just worried that
yeah, they thought I was just gonna die or something like that.

Overall, the data collected, and the findings presented above provide the basis for
formulating a grounded theory of how Black Canadians decide if we want to use mental
health services. The present grounded theory identifies various factors that play a role in
participants’ journeys to seeking or not seeking professional help for their mental health
concerns. The theoretical model that emerged from this study also illustrates how these
different factors relate to and interact with each other. As a whole, the results of this
study provide a comprehensive explanation for why many Black Canadians underutilize
mental health services.
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CHAPTER 5
DISCUSSION
Summary of Research Findings
Previous research has shown that Black Canadians show less willingness to use mental
health services than other ethnic groups in Canada (Anderson et al., 2015; Grace et al.,
2016). The purpose of the present study was to better understand why this is the case.
Overall, the findings from the present study suggest that Black Canadians tend not to use
mental health services because it conflicts with the experiences, behaviours, and attitudes
common in most Black communities. This divergence between Black cultural norms and
mental health service utilization leads to various consequences. These include, but are not
limited to, Black Canadians’ anticipation of: a) being misunderstood by the mental health
practitioner; b) being treated unfairly by the mental health practitioner; c) negative
judgement from oneself and others; and d) feelings of discomfort, shame, and pessimism
around using mental health services. Therefore, if mental health service use and cultural
norms in the Black community were to be more synchronized, then it is anticipated that
Black Canadians would be more willing to use mental health services. This is because
we, Black Canadians, would be more likely to expect understanding; fair treatment;
acceptance from ourselves; and feelings of comfort, pride, and optimism when engaging
in mental health services. The findings from the present study also extend, support, and
challenge prior theories and research about Black Canadian help-seeking. The following
section will consider and explore how the present grounded theory, supports and/or
challenges the larger, existing body of literature on this subject. Specifically, I will
mainly focus on past studies that have incorporated or applied theoretical frameworks and
models to understand Black Canadian mental health service underutilization (e.g., Joseph,
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2010; Taylor & Kuo, 2020). This is because the aims of these selective studies are most
relevant and comparable to those of the present study.
Cultural Norms and Black Canadian Help-Seeking
Based on my review of the literature, the first study to employ a theoretical framework to
understand psychological help-seeking among Black Canadians was conducted by Joseph
(2010). Joseph (2010) applied various culture-based modifications to Cramer’s (1999)
help-seeking model in order to generate models that explain Black Canadian’s
psychological help-seeking. The culture-based models included variables such as
Africentric worldview, africultural coping strategies, cultural mistrust, and the
importance of the therapist’s race. Joseph (2010) emphasized the importance of
Africentric worldview, africentric coping, and cultural mistrust as central components of
Black Canadian culture; she further hypothesized that these factors were key to
conceptualize Black Canadian help-seeking.
Joseph (2010) explained that Africentric worldview is based on the seven principles of
the Nguzo Saba that represent African values for daily healthy living. These principles
include unity, self-determination, collective work and responsibility, cooperative
economics, purpose, creativity, and faith (Karenga, 1988). Joseph found that Black
Canadian participants who endorsed the Africentric worldview were more likely to
engage in africentric coping. Africentric coping involved using problem-focussed,
instrumental strategies; problem-avoidant strategies; spiritual-centered strategies; social
support; and ritual-center strategies (e.g., lighting candles or burning incense). However,
Joseph (2010) found that Africentric worldview and africentric coping had no significant
impact on participants’ attitudes toward help-seeking nor on their willingness to use
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mental health services. Results from the present study challenge some of the suppositions
of Joseph’s (2010) and potentially explain why her hypotheses were not supported.
The Black Canadian Experience
One way the present study differs from Joseph’s (2010) study is that the present study
defined Black Canadian cultural norms using the participants’ own words and
experiences rather than relying solely on theoretical assumptions or previous literature.
The Cultural Norms category within the theory generated from the present study includes
a subcategory labeled Being Black Canadian. Distinctively, the Being Black Canadian
subcategory highlights that Black Canadians’ experiences of prejudice, racism, and
discrimination; ethnic identity development; and family history/genealogy were more
salient in representing the participants’ experience than the principles of the Africentric
worldview examined in Joseph’s (2010) research. Thus, it might be concluded that the
themes that emerged in the Being Black Canadian subcategory are more contemporary
and relevant to Black Canadians’ psychological help-seeking instead of elements
presented in the Africentric worldview as described by Joseph (2010).
Furthermore, Joseph (2010) found that Africentric worldview did not significantly predict
cultural mistrust among Black Canadians. When seeking peer feedback, some of my
peers asked me which component of the model I believed was unique to Black Canadians
compared to other cultural groups. Upon reflection, I interpreted the category referring to
Trust to be most specific to Black Canadians. Participants explained that Black people
who have to use Eurocentric services have less willingness to use mental health services
because they are unsure if they can trust that the service provider will treat them justly.
This concern stemmed from personally experiencing or witnessing anti-Black racism
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perpetrated by the dominant society. Similarly, African Canadians from Nova Scotia also
reported reticence about seeking help from mental health services because they were
mistrustful of institutionalized services (Njiwaji, 2012). Further to that, a study that
sampled the experiences of Black Canadian women in Ontario found that participants did
not feel comfortable with using mental health services, because they did not have enough
trust needed for them to disclose private information about their lives to White mental
health professionals (Waldron, 2002). In fact, Terrell and Terrell (1981) observed that
over the years Black people have developed a mistrust of White people through having
experienced direct or vicarious mistreatment by the White community. The findings from
the present study support previous research that has found that cultural mistrust
discourages psychological help-seeking in Black Canadians.
In Joseph’s (2010) dissertation study, it was also found that cultural mistrust was
associated with unfavourable attitudes toward psychological help-seeking and greater
desire to receive mental health services from a Black mental health professional in a
sample of Black Canadians. However, it is not entirely surprising that Joseph (2010) did
not find a significant relationship between Africentric worldview and cultural mistrust in
her study, because the Africentric worldview does not include themes of oppression and
mistreatment by the White community. In contrast, the Being Black Canadian
subcategory found in the present study is characterized by descriptions of Black Canadian
participants’ experiences with racism, prejudice, and discrimination from White
individuals and from the dominant society. Likewise, participants in the present study
pointed out that they anticipated most mental health practitioners in Canada to be White
and that White people have mistreated them or people like them in the past. Thus, they
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felt less willing to use the service because they were suspicious of the integrity of mental
health systems and providers, in terms of whether they would be treated fairly. In sum,
the current qualitative findings show that including Black Canadian’s experiences of
racism, prejudice, and discrimination is a key cultural determinant in more accurately
capturing and understanding Black Canadians’ extent of willingness or unwillingness to
access mental health services.
Black Norms for Coping with Mental Health Concerns
Further, in Joseph’s (2010) study of Black Canadian help-seeking, she also hypothesized
that participants who reported greater use of africentric coping would report less
willingness to use mental health services. However, this hypothesis was not supported by
her findings. On this point, the present study might have addressed another gap in
Joseph’s (2010) earlier study.
Similar to Joseph’s (2010) research, in the present study, I found that participants
described coping strategies that Black Canadians would consider normal or expected
when facing a mental health concern. These strategies included (a) “being strong,” (b)
accepting that life is difficult, (c) finding practical solutions, (d) using social supports,
and (e) using prayer and spiritual supports. The overlapping coping strategies reported by
participants in my study and also in Joseph’s (2010) study were the use of problemfocussed coping, social support, and spiritual supports. However, a key theme that
emerged in the present study but was absent in Joseph’s (2010) research is the Black
cultural norm of “being strong” theme. In particular, in my present study I found that
“being strong” meant that Black Canadians feel that we need to deal with our problems
without asking for help and also to not express distressing or unpleasant emotions.
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Similarly, many participants in this study reported that they coped with their mental
health concerns by looking for practical solutions, supressing their emotions, and
distracting themselves from how they were feeling. It can be argued that the “being
strong” norm might be a key cultural determinant in shaping Black Canadians’
willingness to use mental health services. This observation is well supported by the
existing evidence; most of the Black Canadian help-seeking research to date has
reiterated that the concept of being a “strong Black woman” is what hinders Black
Canadian women from seeking professional mental health services (see Curling, 2013;
Etowa, Beagan, Eghan, & Bernard, 2017; Etowa, Keddy, Egbeyemi, & Eghan, 2007;
Schreiber et al., 1998).
Another reason Joseph (2010) may not have found a relationship between africentric
coping and willingness to use mental health services could be that Joseph (2010) did not
collect data on the efficacy of the coping strategies (i.e., how effective is their coping?)
for managing mental health concerns. The present study, however, found that Black
Canadian participants who believed their coping strategies to be effective at managing
their mental health concern were less likely to use mental health services, whereas Black
Canadian participants who found their coping strategies to be ineffective at managing
their mental health concerns were more likely to use mental health services. In particular,
this theme is represented by the Manageability of the Problem category in the present
theory. Manageability of the Problem explains that when participants viewed the problem
as manageable, they would decide not to seek professional help, but when participants
viewed their problem to be unmanageable then they would be more motivated to seek
help. Overall, the present study extends Joseph’s (2010) earlier quantitative study of
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psychological help-seeking among Black Canadians; it defined Black Canadian’s cultural
norms based on the lived-experiences of the present Black Canadian sample, rather than
relying on what was conceptualized based on a priori literature and theory. For this
reason, the present study offers more depth and breadth at exploring the ways in which
Black Canadian cultural norms impacted psychological help-seeking with qualitative
data.
The Importance of the Race/Ethnicity of the Mental Health Care Provider
Similar to Joseph (2010), Taylor and Kuo (2020) explored psychological help-seeking
among Black Canadians by testing a culturally-modified theory of planned behaviour – a
commonly applied pre-existing theory for researching psychological help-seeking
behaviour. In Taylor and Kuo’s (2020) study, it was found that preference for a Black
mental health professional had no significant influence on participants’ intentions to use
mental health services in a sample of 294 community-based Black Canadians. This stands
in contrast to the finding in Joseph’s (2010) earlier research, which found that Black
Canadian participants who expressed preference for a Black mental health professional
reported greater willingness to use mental health services. To complicate matters further,
Joseph (2010) also found that participants who considered the race of the mental health
professional to be important held less favourable help-seeking attitudes and showed less
willingness to seek professional help. While the results from previous studies seem
contradictory and difficult to interpret, the current study’s findings can help reconcile
these inconsistencies.
One critical finding of the present study can help in resolving these seemingly conflicting
findings from previous research is the Divergence between Cultural Norms and Beliefs
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about Mental Health Service Use category. This divergence between one’s cultural norms
and beliefs prompted Black Canadians to evaluate and assess the extent to which using
mental health services would align or diverge from what they consider to be culturally
normative. For example, the most common belief about mental health services was that
the services are Eurocentric. Using Eurocentric mental health services conflicts with the
lived-experience of a Black person, because these services would be considered
insensitive to the needs and experiences of Black people.
One way that Divergence between Cultural Norms and Beliefs about Mental Health
Service Use influenced participants’ willingness to use mental health services was by
affecting their perception about how well the mental health service provider will or will
not adequately understand and relate to their experiences. Participants explained that they
would feel less willing to use mental health services if the mental health service provider
was someone who lacked knowledge or was insensitive to their culture because this
would make them feel that the service provider could not understand or relate to them.
For example, participants stated that they would be less willing to use mental health
services if they expect the mental health professional to be a White individual, who
would be unable to understand or relate to being Black, due to a lack of lived-experience.
Whereas when mental health service providers were perceived to be knowledgeable and
sensitive to culture, participants said they would be more willing to seek help because
that person would be more likely to understand them and to relate to their experience
more effectively. Several participants even went as far as stating that a Black mental
health professional would be better able to relate to Black clients than would a White
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mental health professional. Once again Black Canadian participants believed that a Black
mental health professional would have the lived-experience of being Black.
The inconsistent findings observed in the study by Taylor and Kuo (2020) and the study
by Joseph (2010) can possibly be explained by the fact that neither of these studies
measured or considered the effects associated with the Divergence between Cultural
Norms and Beliefs about Mental Health Service Use category in the present research. As
such, participants in Taylor and Kuo’s (2020) and Joseph’s (2010) studies who had
preferences for a Black mental health professional may have had different beliefs about
the availability of Black mental health professionals. That is, one subset of participants,
who preferred a Black mental health professional, may have reported less favourable
attitudes and less willingness to use mental health services because they believed that
Black mental health professionals were not readily available (i.e., greater Divergence
between Cultural Norms and Beliefs about Mental Health Service Use). Whereas another
subset of participants in the same sample, who have the same preference, may have
reported more favourable attitudes and more willingness to use mental health services
because they believed that Black mental health professionals were readily available (i.e.,
less Divergence between Cultural Norms and Beliefs about Mental Health Service Use).
In short, previous studies likely treated these two subsets of participants as a singular
group which led to conflicting findings as discussed above.
A Different Kind of “Double Stigma”
Gary (2005) proposed the concept of Double Stigma to explain that ethnic minorities with
mental health concerns experience discrimination not only for having a mental illness but
also for being an ethnic minority. Gary (2005) explains that Double Stigma is a barrier
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that makes psychological help-seeking especially difficult for ethnic minorities.
However, research is mixed regarding Black individuals’ experiences of mental illness
stigma compared to other ethnic groups. Some literature suggests that people in the Black
community experience more stigma than our White counterparts (Conner et al., 2010;
Cooper-Patrick et al., 1997), while other literature suggests that no significant difference
exist in terms of level of stigma between these two groups (Brown et al., 2010; Givens et
al., 2007).
This subject matter becomes even more complex when considering the distinction
between self-stigma and public stigma. Vogel, Wade, and Haake (2006) defined selfstigma as “the fear that by seeking help or going to therapy, a person will reduce their
self-regard, their satisfaction with themselves, their confidence in themselves and their
abilities, and that their overall worth as a person will be diminished” (p. 326). Whereas
public stigma has been referred to in terms of how the public views and treats people who
are labeled as ‘mentally ill’ (Corrigan, 2004). Conner et al. (2010) found that while
African American and White older adults reported similar levels of public stigma,
African American older adults had significantly higher levels of self-stigma than their
White counterparts. Relatedly, Taylor and Kuo (2020) found that, in their sample of
community-based Black Canadians, higher levels of self-stigma significantly predicted
less favourable attitudes toward psychological help-seeking and intentions to use mental
health services, while public stigma had no significant impact on attitudes toward helpseeking or intentions to use mental health services.
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Double Public Stigma: Judgement from the General Public and Judgement from the
Black Community
In this regard, the findings from the present study extend the current help-seeking
literature by giving consideration to participants’ imagined sources of stigma. In previous
help-seeking studies, public stigma was typically measured by asking participants to
consider how other people would react to the idea of them receiving professional help for
a psychological concern. As such, this approach does not clearly define who these “other
people” are. Whereas, in the present study, most Black Canadian participants explicitly
described negative judgement about using mental health services to be originating from
other people in the Black community. As explained above, the behaviours involved in
seeking mental health services deviate from cultural norms such as “being strong” and
coping with mental health concerns independently. Participants explained that they would
be less willing to use mental health services because not adhering to these cultural norms
would lead other people within their Black community to judge them negatively. The
current finding underscores that the public stigma associated with using mental health
services for Black Canadians is constantly reinforced and intensified by Black cultural
norms, such as “being strong” and coping with one’s mental health concerns on one’s
own. Therefore, it is possible that Black individuals’ public stigma is increased when we
picture the negative judgement as coming from other Black individuals, such as family
and peers. However, it could be that when imagining the negative judgement originating
from the general public, the levels of public stigma are consistent with those observed
among White individuals. Without considering the source of the negative judgement it is
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understandable why there are mixed findings about Black individuals’ experience of
public stigma compared to our White counterparts.
Double Self-Stigma: Failing to Live up to Black Expectations
Cultural norms regarding “being strong” and solving problems independently, also help
explain why previous research has found self-stigma to have a stronger influence on the
help-seeking behaviour of Black individuals than White individuals. The cumulative
literature thus far has suggested that “being strong” and solving problems independently
are norms relatively unique to the Black community. The notion that individuals in the
Black community must be strong has been identified in research among Black
populations in Canada, the United States, and the United Kingdom (Alvidrez, Snowden,
& Kaiser, 2008; Campbell & Mowbray, 2016; Curling, 2013; Etowa, Beagan, Eghan, &
Bernard, 2017; Schreiber et al., 1998; Sisley, Hutton, Goodbody, & Brown, 2011). Black
Canadian participants in the present study explained that it became normative for Black
people to deal with our problems independently because historically Black people have
been oppressed and rarely received aid from outside groups. Thus, our tendency to solve
our problems independently was adaptive in the past and has thus been passed down from
generation to generation. This finding is supported by literature demonstrating that the
“strong Black woman” trope likely originated during the time of the transatlantic slave
trade – when Black slave women were considered “the mules of the world” because of
the many burdens they carried (hooks, 1993, p.2, citing Zora Neale Hurston). Therefore,
unsurprisingly, participants in the present study who internalized the “being strong” and
solving problems independently norms expressed stronger self-judgement and
consequently indicated less willingness to use mental health services than those who did
224

not internalize such norms as strongly. Overall, it seems that a double stigma regarding
mental health service use does exist in the Black community, but the findings of the
current research suggest that the issue is likely more nuanced than previously thought.
Strengths and Contributions of the Present Study
This study stands out from previous research for several reasons. Firstly, much of the
current literature about psychological help-seeking within the Black community was
conducted in the United States with African American samples. However, Black
Canadians differ from African Americans in that the composition of the Black population
in Canada is more heterogenous than it is in the United States. This study fills this current
gap in the literature by collecting data on psychological help-seeking directly from Black
Canadians, thus providing a more accurate understanding of this population’s unique
experiences.
This present study fills another major gap in the prevailing literature – a gender
imbalance in previous Black Canadian research samples. The gap is represented by the
fact that most of the available qualitative knowledge pertaining to Black Canadian
psychological help-seeking thus far is based heavily on samples of Black Canadian
women. Black Canadian men and their voices have been severely underrepresented in the
available qualitative help-seeking research and literature. In this study, however, Black
men were well represented in the sample. This more gender-balanced approach in this
grounded theory study stands as a significant improvement from previous research on
Black Canadians in general.
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In addition, previous studies in this area have predominantly gathered data from Black
Canadians living in Nova Scotia and Ontario. Although Ontario has the largest Black
population in Canada, there are also large communities of Black Canadians living in
Québec, Alberta, and British Columbia (Statistics Canada, 2019). By sampling
experiences from Black Canadian participants living in diverse regions in Canada, coastto-coast from British Columbia to Nova Scotia, the findings of this study reflect the liveexperiences of Black Canadians residing across the broad and diverse regional spectrum
of Canada – a critical sample characteristic not seen in prior research.
The study also makes important methodological contributions to the current
psychological help-seeking research involving Black Canadians. One main weakness in
this existing research about mental health service use among Black Canadians is that
most studies placed emphasis on the description of factors that influence help-seeking
intention, rather than identifying and developing theory and theoretical explanations for
Black Canadians’ help-seeking intention. Strauss and Corbin (1998), however, draw a
clear distinction between theory and description grounded in qualitative inquiry. In
particular, they view descriptions as the use of words to invoke mental images of objects,
events, and experiences, whereas theories use abstract and explanatory models to make
sense of a phenomenon. To date, the only two theoretical models that have been
undertaken to investigate Black Canadian help-seeking are Joseph’s (2010) study
adopting and testing Cramer’s (1999) model of psychological help-seeking, and Taylor’s
(2018) study adopting and testing Ajzen’s (1991) theory of planned behaviour. Both of
these studies adopted a deductive, ‘top-down’ approach. However, this line of theorydriven help-seeking research has not found these pre-existing help-seeking theories to be
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a particularly good fit with Black Canadian samples as reported in these studies. The
practice of imposing existing models on culturally diverse populations assumes that the
process of determining one’s willingness to seek psychological services is culturally
universal. However, these widely applied theoretical models, such as, the theory of
reasoned action and the theory of planned behaviour, are often operating from
Eurocentric experiences, ideals, and values (Ajzen, 1991; Ajzen & Fishbein, 1980). Berry
(1989) refers to the process of researchers erroneously assuming that frameworks from
their culture apply to diverse cultures as imposed etic. He explains that researchers can
avoid imposed etic by aiming to understand behaviours and phenomena about diverse
cultures using a within-culture perspective – that is, taking an emic approach to research.
The emic approach to research involves studying behaviours and phenomenon using
perspectives derived from within the cultural group (Pike, 1987). The strength of an
emic-focussed approach to research, is being able to derive explanations and theories that
are more representative of the cultural group of interest.
Contrary to the analytic or cost-benefit-based decision-making process commonly used in
Western culture (e.g., Payne, Bettman, & Johnson, 1993; von Winterfeldt & Edwards,
1986;), category-based decision making involves the decision maker putting the situation
in a category and then deciding on the action or judgement that has been previously
assigned to that category (Simon, 1990). Based on Black Canadian participants’
narratives in this study, it seems that their decision-making process resembled this latter
form of decision-making process. A subtype of this decision mode is stereotyped-based
decision making. This occurs when a person’s judgement or action is determined based
on a reference group. Stereotyped-based decision making was observed in this study
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through the participants’ narrative reports as reflected in categories such as Cultural
Norms. It was revealed in this study that many Black Canadian participants coped with
their mental health concerns with culturally normative behaviours, such as “being
strong,” accepting that life is difficult, finding practical solutions, using social supports,
and using prayer and spiritual supports. These norms impacted participants’ mental health
seeking decision-making process. This above norm-abiding, decision-making pattern
finds support in previous research. In particular, prior research has repeatedly found that
when Black individuals experience psychological or emotional concerns, we feel
compelled to be strong, to show forbearance, and thus not to seek professional help
(Alvidrez et al., 2008; Campbell & Mowbray, 2016; Curling, 2013; Etowa et al., 2007;
Etowa et al., 2017; Schreiber et al., 1998; Sisley et al., 2011).
Another subtype of category-based decision making is case-based decision making. This
occurs when one’s problem evokes recall of similar situations in the past, and the
decision on how to respond is based on what was done in a similar situation in the past.
In this study, this type of decision-making process was observed in the category
Internalization of Cultural Norms from the Black Canadian participants. Many
participants based their decision about how to manage their mental health concerns on
how they have typically managed similar concerns in the past.
Finally, the affect-based decision-making process occurs when one’s decision is based on
holistic affective reactions to different choice alternatives available to the person in
question (Damasio, 1993; Epstein, 1994; Hsee & Kunreuther, 2000; Loewenstein, Weber,
Hsee, & Welch, 2001). This decision-making process was also observed in the present
study when participants described their decision to use mental health services as being
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based on the degree of shame and embarrassment they felt about using mental health
services.
To conclude, the overall findings of this grounded theory study point to the fact that
Eurocentric theoretical models of psychological help-seeking do not seem to fit well with
and adequately account for the experiences of Black Canadians (Joseph, 2010; Taylor,
2018). Considering how different the experiences and the culture of Black individuals are
from that of White individuals in Canada, help-seeking theoretical models derived from
White samples and Western assumptions could not adequately capture and explain the
experiences of Black people. The use of an inductive and emic approach in this study, by
sampling the lived-experiences of Black Canadians to generate a Black Canadian theory
of psychological help-seeking, stands as a critical methodological and theoretical
improvement for this body of research.
Limitations of the Present Study
The present study contributes to the existing help-seeking literature for Black individuals
and communities by identifying multiple, critical antecedents to mental health helpseeking intentions for Black Canadians. Despite that, the findings of the current
investigation need to be viewed with a number of methodological limitations in mind.
First, one limitation of this study is the self-selection bias of the sample. Most of the
participants in the study felt that mental health was an important issue to be addressed in
the Black community. This means that Black Canadians who have no interest in
improving mental health service use in the Black community were not represented in the
current sample. As such, the results of the present study may not be transferrable to all
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Black Canadians in the various communities. Still, many participants described their
help-seeking experiences as an evolving narrative journey. That is, at an earlier point in
their lives they had very unfavourable attitudes toward using mental health services, but
at a later point in their lives due to various experiences and reasons they moved
eventually toward more favourable attitudes about using mental health services.
In addition, this research was purposely advertised as a study about Black Canadian
mental health. Given that participation in the present study entailed discussing one’s own
experience with mental health concerns, the participants in the present study were
relatively comfortable talking about mental health and mental illness. However, previous
research has shown that the stigma surrounding mental health and mental illness is quite
prevalent in the Black community (Campbell & Long, 2014; Campbell & Mowbray,
2016; Conner et al., 2010; Schreiber et al., 1998; Waldron, 2002). Consequently, it is
quite possible that Black Canadians with significant mental illness stigma might have
opted to not participate in the current research, because of their discomfort or stigma
associated with discussing mental health concerns. Future research should seek to
overcome this limitation by mixing more sensitive mental health and service use
questions with less sensitive questions on less stigmatizing topics such as other health,
lifestyle, and well-being issues in a larger scale study with Black Canadians.
Another limitation of this study is that I, the principal investigator and sole interviewer,
am a woman and yet half of the participants in the sample were men. Many male
participants in the study expressed discomfort with being open and vulnerable with a
female mental health practitioner. It is possible that some men in this study were
similarly uncomfortable with opening up and discussing their experiences with mental
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health concerns with me, a female interviewer. During the interviews, I did not observe
any difference in the levels of discomfort between male and female participants in my
study. However, there were a few occasions when male participants spoke about the
differences between male and female gender norms; it appeared that they were trying to
avoid offending me or saying something that could have been perceived as sexist. There
was one participant who had difficulty verbalizing his thoughts, and it was not until after
I shared with him what some male participants had shared in previous interviews that he
felt safe enough to share his own thoughts and opinions with me. The following excerpt
illustrates such a gender-based concern one male participant, Kofi, had around expression
of emotions during my exchange with him:
Kofi: … So, I think that would be mostly what I would say it would be,
it would be like, you would be looked upon as like lesser than equal to
other men, is the consequence that you would face [for seeking help
from a mental health professional].
Interviewer: Yeah. That makes a lot of sense. OK, so one of the things
that I wanted to ask as well was how much do you feel like this is, um,
how much you feel like this expectation applies to women? Like, do you
think this is more important for men, would you say?
Kofi: [laughs] Um [laughs] I'm tryna figure out how to answer this
without offending anybody.
Interviewer: I won't be offended, I promise.
Kofi: So- [pause]
Interviewer: I mean, I can. I can preface by saying, like, I have talked to
men, like, doing this project and they would say, like, yeah, there's sort
of like a double whammy here, like, this one thing is being Black, there's
sort of expectation there. Then there's another thing, being a man as well
is almost like there’s an' added expectation too. Whereas like its more
acceptable for women to be emotional or to talk about their feelings, I
think that's, I mean, I'm not offended by that. So, I just want to let you
know that it's OK.

231

Kofi: That was kind of where I was gonna go with that. Basically it is,
like, being a man, we don't express our feelings. We don't. Whereas yes,
women may tend to be more emotional…
This exchange introduces the possibility that some men in the study might not have
shared as much as they wanted to because they were worried about how I, as a female
interviewer, might react. If they were being interviewed by a male, it is possible that male
participants would have felt safer to be more open about their opinions and beliefs. There
is evidence that interviews where the interviewers and the participants are of different
genders can lead to different results than interviews where the interviewers and the
participants are of the same gender (Hyman et al., 1954). Further to this point, in a few
interviews with male participants, I found that they either spoke over me or interrupted
me during our session. Despite that, Seidman (2006) notes that interviews conducted
between interviewers and participants of the same gender can also be problematic. In
same-gender interviews, interviewers and participants may succumb to the false
assumption of sharing the same or similar perspectives. Likewise, as a Black interviewer
interviewing Black participants, there may have been times where participants assumed
that I shared a similar perspective as they did, because we share the same ethnicity.
In terms of the analysis and the results, the Socioeconomic Norms was one category in the
theory that was not as fully developed and elaborated by the participants. For instance,
Black Canadian participants in the study mentioned that socioeconomic status led to less
willingness to use mental health services because people with lower socioeconomic status
have less disposable time and income to spend on accessing mental health services than
those with higher socioeconomic status. Although this category contributes to the overall
dimensionality of the theory, this category itself lacks depth and ‘density’. Corbin and
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Strauss explain that a category has ‘density’ when most of the salient properties and
dimensions of the category have been identified, and that variation within those
properties is built into the category. In the current results, under the Socioeconomic
Norms category, there is minimal description about how participants define or describe
their level of socioeconomic status. This category may have been underdeveloped
because most of the participants in the current sample seemed to have similar levels of
socioeconomic status. Most participants were employed full-time and had high levels of
education. Similarly, I, the researcher, consider myself to hold a middle to high
socioeconomic standing, in terms of my current income and education. This is an implicit
bias or blind spot that may have held me back from more thoroughly exploring with my
participants about the role of socioeconomic status in affecting their help-seeking during
the interviews. This was partly due to the fact that I did not make concerted efforts to
promote my study among Black participants living in low-income neighbourhoods in
Canada, such as those living in subsidized and public housing. Nearly all my participant
recruitment was online or via word of mouth. These methods of recruitment might have
contributed to a sampling bias with participants being mostly from similar Black
Canadian communities with well-to-do, middle and higher social standing.
Lastly, a limitation of this present research stems from the fact that I approached this
study and interpreting its results from the perspective of a psychology researcher. This
implies that during the participant interviews I was heavily focusing on the intra-psychic
processes about Black Canadians' willingness to use mental health services. Before
beginning this study, I was under the impression that it was Black Canadians’ internal
perceptions rather than our external conditions that were causing us to feel reluctant to
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access mental health services. After completing this study, however, I have become more
aware of the micro, meso, and macro factors that are affecting Black Canadians’ helpseeking behaviour. For example, I now learned that Black Canadian participants
perceived mental health services as Eurocentric because the services are offered by White
mental health service providers and that the services are catered to the needs of White
mental health service users. Relatedly, another limitation of this present research is my
neglect of inquiring about the existence of ethno-specific community and mental health
services (e.g., Black Canadian or Black immigrant specific agencies) that are available to
my participants and Black Canadians at large. After realizing this, I did a cursory review
of mental health services offered by major mental health organizations in regions where
most of my participants live, such as Toronto, Ottawa, Vancouver, and Montreal. What I
discovered was that they are a myriad of services being offered to various groups
including the elderly, women, Aboriginal peoples, refugees, immigrants, and LGBTQ+
communities. However, there were no services being offered to Black individuals
specifically. The present study focused solely on participants’ general experiences and
perceptions of mental health services. Future research should collect qualitative data
about mental health organizations to examine if the data and findings corroborate the
results of the current study based on Black Canadians' perceptions about mental health
services.
Implications for Future Research
First, as noted above, future studies should consider employing an institutional
ethnography qualitative methodology to explore the Eurocentrism of mental health
services. Institutional ethnography is an approach to empirical inquiry that was founded
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by prominent Canadian social theorist Dorothy E. Smith (2005). Institutional
ethnography emphasizes connections among the sites and situations of everyday life,
professional practice, and policy making. Institutional ethnography relies on
interviewing, observation, and documents as data (Campbell, 1998). Institutional
ethnographers aim to understand the social relations of a setting. Institutional
ethnography methods have been used to study a wide variety of academic topics,
including the organization of health care, education, social work practice, employment
and job training, economic and social restructuring, international development regimes,
planning and environmental policy, and various kinds of activism. This methodology
could be applied in the study of various mental health institutions in urban cities in
Canada where large populations of Black Canadians reside, such as Toronto, Ottawa,
Vancouver, or Montreal to examine the Eurocentricity of available mental health
services.
Second, based on the emerged grounded theory the present study identified several
factors related to Black Canadians’ willingness to use mental health services that can
inform future research in this area. Future research should explore how addressing one or
more of these factors would influence Black Canadians’ mental health service use. This
can be done by employing participatory action research (PAR). PAR recognizes and
values people as social beings who reside within political, economic, and social contexts
(McTaggart, 1991). Participants are not passive ‘subjects’ of research, but rather, are
active contributors to research who participate in all phases of the research process.
Ideally, it is the community group, in collaboration with the researcher, which determines
what the existing social issues are, and which social problems they want to address,
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eliminate or change (Maguire, 1987). The ultimate aim of PAR is the empowerment of
oppressed individuals to partner with the researcher in social change; this, in turn, can
encourage capacity development and capacity building of all who participate
(McTaggart, 1997).
PAR aligns with critical race theory philosophy in that they both emphasize the
empowerment of voices and perspectives that have customarily been ignored (Bell,
1995). The methods used in the present study incorporate critical race theory by using
open-ended questions that allowed the participants the freedom to determine how they
wanted to share their narratives and experiences. In addition, when creating the labels for
the categories in the present grounded theory, I aimed to stay as close to the participants’
words as possible. My efforts to center the participants’ voices rather than have them
pushed to the margins endorse a key principle of critical race theory (Delgado &
Stefancic, 2012). Future research should continue including critical race theory in the
study of racialized groups, such as Black Canadians. As such, PAR is a very appropriate
methodology for accomplishing this goal. Furthermore, PAR can be used to implement
changes in the provision of mental health services and then explore how those changes
impacted mental health service use among Black Canadians.
Third, another direction for future mental health help-seeking research for Black
Canadians is to apply self-report questionnaires to quantify and measure the factors
identified in the present grounded theory. Then to conduct linear regression modeling to
test individual relationships between the categories specified in the current theoretical
model or to assess the intervariable relations with structural equation modeling to test the
explanatory power of the theory. Structural equation modeling is a valuable statistical
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technique for such a purpose. It allows researchers to test how well hypothesized models
fit the sample data. The theory from the present study could be assessed using multiple
model fit indices such as the chi-squared goodness-of-fit test, incremental fit indices, and
absolute fit indices to determine whether or not it fits the sample data (Pituch & Stevens,
2015). It should be noted that many of the themes identified in the present study have not
been thoroughly operationalized in the existing literature on help-seeking among Black
Canadians and African Americans. Therefore, scales or questionnaires that could be used
to measure all the categories identified in the model of the present study on Black
Canadians mental health service use are likely currently not available. As such, future
research studies will need to develop and validate new scales specifically designed to
measure the constructs being represented in the present study. Alternatively, future
researchers might also test discrete components of the present mental health service use
model in a segmented manner, by isolating and examining the relationships among a few
categories in the model at a time.
Fourth, future research should consider applying and testing the present mental health
service use grounded theory on Black Canadians with other ethnic and cultural groups in
Canada. One important comment I received from the peer feedback process was that the
general framework generated from this study could possibly be applied to other cultural
groups. Future research should explore how this current theory being applied to Black
Canadians compares to how it may be applied to other minority groups in Canada.
Previous theory-based psychological help-seeking research had attempted to apply and
tested pre-existing models with different culturally diverse populations. For example,
Kuo, Roldan-Bau and Lowinger (2015) had adopted and tested the theory of reasoned
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action (the predecessor to the theory of planned behaviour) to help explain psychological
help-seeking among Latin-Americans living in Canada. Similarly, the theory of planned
behaviour has been used to study mental health service use among Chinese individuals by
Mo and Mak (2009). However, the practice of imposing existing theoretical/conceptual
models on culturally diverse populations operates under the assumption that determining
one’s willingness to seek psychological services is culturally universal. Therefore, future
research should consider using grounded theory methodology to generate a theoretical
help-seeking model that is directly derived from data collected directly from the ethnic
group of interest. This kind of inductive research approach can help to better identify
similarities and/or differences among different cultural groups and to help better
understand how different cultural groups come to determine their willingness to use
mental health services.
Finally, more research on the utilization of mental health services among Black
individuals needs to be conducted with Black populations living outside of the U.S., such
as the present study. Currently, there is a paucity of research and empirical understanding
about the help-seeking experiences of Black communities residing in predominantly
White majority societies outside of the U.S., such as Canada and the U.K (Taylor & Kuo,
2020). It cannot be assumed that findings from research conducted with African
Americans can be generalized to the experiences of Black communities in other
countries. Specifically, future help-seeking research would benefit from exploring and
evaluating the extent to which different societal, contextual, and systemic factors--such as
differences in healthcare systems, multiculturalism/immigration policies, and/or histories
of slavery across different national contexts (e.g., U.S., Canada, U.K., France, etc.) -238

may impact the mental health conditions and the help-seeking attitudes of the Black
populations residing in a given region or country.
Implications for Practice
One of the main findings of this study is that Divergence between Cultural Norms and
Beliefs about Mental Health Service Use plays a central role in the emergent theory from
this research. This identified category also constitutes the key determinant in affecting
Black Canadian participants’ mental health help-seeking willingness and intention. This
result has wide reaching practical implications for mental health organizations. For
example, the most common belief about mental health services emerging from the
interviews was this notion that most of the mainstream services are Eurocentric in nature.
Consequently, using Eurocentric mental health services would conflict with the livedexperience of being a Black person, because the services would be insensitive to the
needs of Black people and, hence, would be inappropriate for Black Canadians. Taking a
cue from this finding, what mental health agencies and organizations would need to do is
to make mental health services more culturally diverse and responsive. This might
include hiring and recruiting more Black mental health professionals in mainstream
mental health organizations. For example, mental health organizations might consider
taking advantage of The Promoting Health Equity: Mental Health of Black Canadians
Fund being offered by the Public Health Agency of Canada (2020). The aim of this fund
is to generate new evidence on culturally focused programs and interventions that address
mental health and identify critical determinants of mental health for Black Canadians.
This fund has already been used to support culturally appropriate mental health initiatives
for Black Canadians across the country. Besides making mainstream mental health
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organizations more diverse, this fund can help to increase the promotion of Black
Canadian mental health services and initiatives, so that more Black Canadians know that
these options are available to us.
Relatedly, most participants in the present study reported that they would feel more
comfortable using mental health services if they had access to a Black mental health
professional. They reasoned that because a Black mental health professional would likely
have the cultural sensitivity and awareness about their situations and lived experiences.
This finding is supported by previous literature that has found that on average, African
Americans very strongly preferred to be matched with African American therapists and
tended to evaluate African American therapists more positively than other non-African
American therapists (Cabral, & Smith, 2011). Having said that, as described in the
Outlying and Negative Cases section above, some participants expressed discomfort
around receiving mental health services from a Black service provider. Participants
explained that, as a member of the Black community, they and the Black mental health
professional might be more likely to share similar social circles. Thus, having Black
mental health professionals as their therapists might increase the risk that other Black
people in their community will find out about their service use. Similarly, a sample of
doctoral-level Black psychotherapists in the United States reported that one of the perils
of working with Black clients is the likelihood of sharing the same social spaces (GoodeCross, & Grim, 2016). Participants described being more likely to encounter their Black
clients in social gatherings and spiritual communities and indicated having to negotiate
boundaries and therapeutic relationships differently. The implications of these findings
are that Black mental health professionals should be mindful and intentional about
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discussing issues of confidentiality and dual/multiple relationships with Black clients at
the start of any treatment.
Another example of the way using mental health services conflicts with and deviates
from Black cultural norms identified in the present investigation is that the involvement
of talking to a stranger about one’s private emotions in mental health counselling and
psychotherapy. Mental health service providers can use this finding to change how they
offer services to diverse communities. As an alternative, mental health partitioners can
benefit from training in Solution-Focussed Brief Therapy (SFBT). SFBT emphasizes
rapid therapeutic change, and it respects the client’s perspective (George, Iveson, &
Ratner, 1999). The SFBT therapeutic focus is a future orientation intervention based on
the client’s expressed aims/goals in the therapy. The process involves the therapist asking
their client questions in ways to enable the client to visualize desired outcomes and
identify the client’s own strengths and resources for addressing their problem. At the end
of a session, the therapist gives a series of compliments to the client based on what has
emerged from the discussion. Tasks may be set, but these are ‘no fail’, such as asking the
client to do more of what is already working, or to observe behaviours in their life that
they would wish to continue. Since psychological help-seeking also often diverges from
cultural, gender-based norms commonly reported by Black men (i.e., solving problems
independently and not showing emotions), the use of SFBT will probably make mental
health service use more welcoming and comfortable particularly for Black men and men
from other ethnic groups. Furthermore, existing research has suggested that SFBT may be
an appropriate intervention for various culturally-diverse populations (e.g., Corcoran,
2000; Gonzalez et al., 2016; Meyer & Cottone, 2013).
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Black Canadians in this study also reported coping with mental health concerns by
seeking social support. As follows, mental health service providers might consider
offering Black social support groups as a mental health service option for Black
Canadians. Currently, mental health institutions have often offered support groups for
youth, elderly, women, LBGTQ+ individuals, etc. However, it is rare to find support
groups offered specifically for Black individuals. Lastly, Black Canadians in this study
reported that prayer and spiritual support was another common way for Black Canadians
to cope with mental health concerns. Thus, mental health service providers should
consider implementing spirituality or non-Western practices into their services if that is
something in which their client is interested. Western forms of counselling rely on
sensory information defined by the physical plane of reality, whereas most non-Western
indigenous methods rely on the spiritual plane of existence in seeking a cure (Sue & Sue,
2016). In its attempt to become culturally responsive, mental health professionals and
disciplines must put aside their biases that are based exclusively on scientific empiricism,
to acknowledge the existence of intrinsic help-giving networks, and to incorporate the
wisdom that comes with non-Western models of healing. For instance, mental health care
teams might consider including religious and spiritual leaders as members of their
multidisciplinary treatment teams. Further to that, mental health care providers might
consider participating in co-therapy with spiritual and religious leaders where spiritual
guidance is interwoven with psychotherapeutic interventions.
Another finding identified in this study is the myth that many Black Canadians believe
that one sees a mental health professional only if they have a severe psychiatric
condition. Thus, providing Black Canadians with accurate psychoeducation about the
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etiology of psychiatric disorders as well as the parameters, the nature, and the process of
psychotherapy can also help reduce resistance to seeking help. This observation is
supported by Alvidrez and colleagues’ (2010) study, in which the authors found that
providing clear explanations about what psychotherapy or psychological treatment entails
works to diminish stigma surrounding help-seeking for African Americans. In practice
this might take the form of mental health campaigns that equip Black individuals with
awareness and knowledge about how to identify and intervene when people close to them
might need help. Interventions designed to target family, friends, and the community can
help reduce mental illness stigma by making the Black individual in need of mental
health services feel that those around them would support them and even encourage them
to seek help and services.
In addition, educating Black Canadians about the benefits of treatment can also help
improve our willingness to use mental health services. In the present study, the perceived
value or worth of seeking help from a mental health professional was a major barrier in
affecting Black Canadians’ mental health help-seeking decision. The direct implication of
this finding for mental health promotional campaigns is that a greater effort is required to
include information about why mental health services are valuable and worthwhile for
people in the Black community. In the same vein, mental health promotional campaigns
should also include greater representations of Black individuals.
To this point, participants in this study explained that part of the reason they viewed
mental health services to be Eurocentric in nature was because they saw existing mental
health promotional campaigns in Canada to include mostly White spokespeople and lack
Black representation. Not only should mental health campaigns include a greater
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representation of Black individuals, but these campaigns should also address cultural
norms in their discourse and messaging. Many mental health campaigns focus mainly on
the common message that mental health problems and mental illness are universal
concerns that effect everyone. While this is true, these campaigns fail to address the
unique cultural barriers that interfere with psychological help-seeking among racialized
communities. For example, future mental health promotion should address the ways in
which cultural norms, such as experiences with racism or the expectation to “be strong,”
can lead to barriers for Black Canadians – issues that many non-minority Canadians do
not have to face to access mental health services. The mental health campaigns can take a
cue from the results of the present study by explaining that experiences with racism can
cause Black Canadians to be distrustful of mainstream mental health services and
providers. The campaigns can also target the group-specific cultural norms of the Black
community, such as “being strong,” solving problems independently, and the heightened
public stigma and self-stigma associated with these cultural values and beliefs. Mental
health campaigns can even mobilize Black Canadian cultural beliefs. For example,
mental health promotional material might include content conveying that “being strong”
can mean self-improvement, resilience, and building up new resources. In this way using
mental health services can be seen as in line with the cultural norm rather than a
contradiction. In short, mental health campaigns should avoid taking a colour-blind
approach to mental health promotion, as this can lead to a devaluation of challenges that
are uniquely relevant and real to Black Canadians and other ethnic minorities in Canada.
Lastly, the findings of this grounded theory study can help improve the quality of mental
health care being provided to Black Canadians, broadly speaking. As a case in point, this
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study revealed that most participants who used mental health services had initially done
so unwillingly. Thus, when a mental health practitioner meets a Black client for the first
time, say during the intake session, it is recommended that the clinician find out if the
client had used mental health services before. Often, mental health practitioners might
assume that when adult clients seek help, they do so willingly. However, the results of
this study show that this might not always be the case for Black Canadians. Asking
questions about the willingness and comfort Black clients have about counselling and
psychotherapy will enable the practitioner to have a more complete understanding of the
client’s experience and perspective. If the client expresses some hesitation, skepticism, or
resistance to treatment, the practitioner can proactively discuss the concern with the
client. Such information will help the clinician to have a greater context of the client’s
state of mind and a better understanding of the client's in-therapy reactions and
behaviours. Consequently, this will enable the clinician to be more informed and to avoid
inaccurate and/or negative judgement about Black clients’ in-session responses and
behaviours.
In a similar vein, many participants in this study stated that they would be less
comfortable seeking help if they thought the mental health professional would
misunderstand them or mistreat them. Therefore, openly discussing with Black clients
about the role race/ethnicity plays in therapy can encourage psychological help-seeking
for Black individuals. Such a candid conversation can offer Black clients the opportunity
to voice their concerns about receiving treatment from a non-Black professional. This
refers to the idea of cultural broaching. Researchers suggest that cultural broaching, that
is the discussion of race/ethnicity issues and how they might impact therapy, is important
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for promoting an environment of trust and understanding among ethnic and racial
minority therapy clients (Cardemil & Battle, 2003; Terrell & Terrell, 1984).
Further to this point, adopting a multicultural orientation (MCO) framework has been
found to lead to strong working alliances and positive therapeutic outcomes with
culturally diverse clients (Davis et al., 2018). The fundamental value of the MCO
framework is cultural humility. Cultural humility is defined as “having an interpersonal
stance that is other-oriented rather than self-focused, characterized by respect and lack of
superiority toward an individual’s cultural background and experience” (Hook, Davis,
Owen, Worthington, & Utsey, 2013, p. 353). For example, when working with Black
clients, White mental health professionals will have to consider and acknowledge the
privileges that systemic racism has afforded them, and the disadvantages their Black
clients have experienced as a result of systemic racism. This might involve reflecting on
aspects of life that White individuals often take for granted such as having greater access
to economic prosperity, feeling safe when interacting with law enforcement, and
receiving more favourable treatment from the larger society as a whole. Without
confronting the role of racism in their lives White clinicians run the risk of continuing to
perpetuate the racist ideologies and beliefs exist in our broader societal context. The other
two pillars of MCO involve taking advantage of cultural opportunities and having
awareness of one’s own level of cultural comfort with discussing cultural differences.
Culturally humble therapists look out for “markers or moments in therapy where the
therapist and client can engage in purposeful and meaningful dialogue about the clients’
cultural identity” (Owen et al., 2016, p. 2). The MCO framework also encourages
therapists to self-assess their level of cultural comfort by reflecting on the thoughts and
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feelings that emerge before, during, and after conversations about culture (Owen et al.,
2017). A therapist’s ease, openness, and calmness with diverse others can be indicators of
whether or not a therapist needs to gain greater cultural perspective. Zhang and Burkard
(2008) found that when White counsellors addressed race/ethnicity in session, Black
clients disclosed more and had better therapeutic outcomes. However, when the
counsellors seemed to avoid racial/ethnic content, clients reported greater levels of
frustration. This overall attitude of openness and acceptance of cultural differences can
reduce mistrust, facilitate more self-disclosure, and promote a more collaborative
working alliance. Therefore, the MCO and the practice of cultural humility stand as a
promising model for mental health professionals in improving interventions and services
for Black Canadians.
Summary and Conclusions
On the basis of the present grounded theory research, I have learned and gained a deeper
appreciation and understanding about Black Canadians’ willingness as well as hesitation
to seek help from a mental health professional. Accordingly, this current study is timely
and fills the gaps in the prevailing mental and psychological help-seeking research
literature, as it sampled the lived experiences of community-based Black men and women
from across Canada. The present study is also distinct as it makes a critical advance in the
development of a theory of Black Canadian psychological help-seeking based on an
inductive, ‘bottom-up’ research approach. This emerged theory: a) identifies key
concepts related to Black Canadians’ willingness to seek help from a mental health
professional; b) specifies relationships between these concepts; c) permits future testing
of these relationships against the raw data; and d) generates potential hypotheses about
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mental health service use for future research. This current study further shows that using
an inductive approach of building a theory, based on data collected from the livedexperiences of the target population of interest (i.e., Black Canadians) is an effective
method for developing and establishing a comprehensive, and culturally appropriate
theory. Racial/ethnic disparities in using mental health services is a serious concern in
Canada and worldwide. Understanding why Black Canadians underutilize mental health
services than the general population in Canada is a crucial first step. It points to the
necessary actions required to remove cultural and systemic barriers in order to promote
psychological help-seeking and mental health wellbeing in this population. It is,
therefore, imperative for practitioners and researchers who are committed to improving
mental health services and help-seeking intention for Black Canadians to approach the
issue with culturally-responsive and informed perspectives as clearly exemplified through
the narratives of participants in this study and the study’s overall findings.
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Appendix B – Qualtrics Survey

How We Overcome
CONSENT TO PARTICIPATE IN RESEARCH
Title of Study: How We Overcome
You are asked to participate in a research study conducted by Renée Taylor from the Psychology
Department at the University of Windsor. The results will contribute to Renée Taylor’s
dissertation.
If you have any questions or concerns about the research, please feel to contact Renée Taylor at
howweovercomestudy@gmail.com or her faculty supervisor Dr. Ben Kuo at
benkuo@uwindsor.ca or (519) 253-3000 ext. 2238
You may wish to print this form for your records. [PRINT]
PURPOSE OF THE STUDY
When people experience difficulties in life they sometimes reach out to others and sometimes
do not. Not much is known about the experience of Black Canadians in these kinds of situations.
The purpose of the study is to find out how Black Canadians decide whether or not to seek help
from a mental health professional when they experience difficulties or distress. No experience
with mental health professionals is necessary to participate.
PROCEDURES
If you volunteer to participate in this study, you will be asked to: Fill out a 2-minute
demographic questionnaire online
Participate in an individual interview that will be approximately one hour long via online video
chat
Provide feedback on the results of the study on a separate occasion (this is optional, and you
can decide whether you are willing when you are asked later)
POTENTIAL RISKS AND DISCOMFORTS
During the interview, you will be asked to describe a time in your life that was
emotionally/psychologically/socially difficult or distressing and then to answer questions about
how you dealt with that situation at the time. You may experience some mild discomfort or
distress from reflecting on these events. You do not have to share anything you are not
comfortable sharing. In addition, you are free to stop the interview at any point for any
reason.
CONSENT FOR AUDIO TAPING
By consenting to participate in this study, you are also agreeing to the audio recording of your
individual interview. This is a voluntary procedure. If you do not consent to being audio
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recorded, you will not be able to participate in the study. You are free to withdraw your
agreement at any time by requesting that the taping be stopped. If the tape is stopped the
interview will also be stopped. At no point will your name be revealed to anyone and the taping
will be kept confidential. Recordings will be filed by number only and stored digitally in an
encrypted drive to which only the principal researcher, Renée Taylor, will have access. The
deletion of the audio recordings will be completed after transcription and verification. Your
confidentiality will be respected and the audio tape will be for professional use only.
POTENTIAL BENEFITS TO PARTICIPANTS AND/OR TO SOCIETY
There are no specific benefits to your participation in this study. However, the results of this
study will provide much-needed understanding of psychological, social, cultural, and structural
barriers of help-seeking for Black Canadians. The results will in turn contribute to the
implementation of culturally responsive mental health interventions for this growing yet
severely under-served and under-researched ethnic population in Canada.
COMPENSATION FOR PARTICIPATION
To thank you for your participation in this project you will receive an electronic Amazon gift card
valued at $20CAD within two weeks of your participation.
CONFIDENTIALITY
Any information that is obtained in connection with this study and that can be identified with
you will remain confidential and will be disclosed only with your permission. All information that
includes identifying information such as names, contact information, audio-recording will be
kept digitally in an encrypted folder to which only the principal researcher will have access. After
the individual interview is completed, the audio recording of the interview will be transcribed.
During the transcription process, all identifying information will be removed. Once the interview
is transcribed the audio recording of the original interview will be deleted. Once all participants
have received compensation/withdrawn from the study, all personal and contact information
will be deleted.
PARTICIPATION AND WITHDRAWAL
You are free to withdraw from the study at any point for any reason. If you wish to withdraw
while completing the online survey you can do so by closing the browser before submitting your
information. If you want to withdraw from the study during the interview you can do so by
verbally stating that you would like to withdraw from the study. At the time you are
withdrawing from the study, you will also have the option of removing your data from the study.
If you withdraw after starting the interview, you will still be allowed to receive the
compensation (i.e., the $20 Amazon gift card). The principal researcher may withdraw you from
this research if circumstances arise which warrant doing so. Twenty-four hours after the
completion of the interview, you will no longer be able to withdraw your data from the study.
FEEDBACK OF THE RESULTS OF THIS STUDY TO THE PARTICIPANTS
You will be sent a summary of the results via email. You will also receive a digital poster that
incorporates the results from the present study. You will be free to share the poster with
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friends, family, and colleagues, and on social media. The results will also be shared at
https://scholar.uwindsor.ca/research-result-summaries/ by fall of 2022.
SUBSEQUENT USE OF DATA
These data may be used in subsequent studies, in publications and in presentations.
RIGHTS OF RESEARCH PARTICIPANTS
If you have questions regarding your rights as a research participant, contact: Research Ethics
Coordinator, University of Windsor, Windsor, Ontario, N9B 3P4; Telephone: 519-253-3000, ext.
3948; e‑mail: ethics@uwindsor.ca
SIGNATURE OF RESEARCH PARTICIPANT
By clicking "I agree" you are indicating that you understand the information provided for the
study How We Overcome as described herein; your questions have been answered to your
satisfaction; you have been offered a copy of this form; and you agree to participate in this
study.

o I agree
o I do not wish to participate
End of Block: Consent Form (Including Audio Recording Consent)
Start of Block: Scheduling the interview

What first name would you like me to use for the interview? Please feel free to use a fake name.
________________________________________________________________

The interview will be done through a website called Doxy.me. In Doxy.me all data is encrypted,
the meetings are anonymous, and none of the information is stored.
You do not have to download anything, create an account, or even have a camera to use it. All
you have to do is click on the link that I will email to you.
If you have any questions about this, please email me (Renee) at
howweovercomestudy@gmail.com
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Is this okay with you?

▢
▢

Yes
No

What days and times are you most likely to be free for the interview?
________________________________________________________________

All of our communication will be through email. Please provide the email address you would
like to be reached at.

Please keep an eye on your email as I will contact you soon.
________________________________________________________________
End of Block: Scheduling the interview
Start of Block: Demographics

What ethnic/cultural group(s) do you most identify with?
________________________________________________________________

What is your gender?
________________________________________________________________
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What is your age?
________________________________________________________________

Choose which one of the following applies to you:

o Born outside of Canada & immigrated to Canada after age 12
o Born outside of Canada & immigrated to Canada before age 12
o Born in Canada & at least one of your parents were born outside of Canada
o You and your parents were born in Canada
o You, your parents, and your grandparents were born in Canada
Employment Status (select all that apply)

o Full-Time
o Part-time
o Unemployed
o Student
o Retired
o Other ________________________________________________
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What is your highest level of education completed?

o No schooling
o Did not complete elementary school
o High school
o Completed 2-year college program
o Completed a university degree
o Completed graduate or professional school
Do you have a religious affiliation? If so, what is it?
________________________________________________________________

Are you a Canadian resident?

o Yes
o No
In what city is your primary Canadian residence?
________________________________________________________________
End of Block: Demographics
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Appendix C – Interview Protocol
Script prior to interview:
Thank you for agreeing to participate in this interview. When people experience
difficulties in life they sometimes reach out to others and sometimes do not. Not much is
known about the experiences of Black Canadians in these kinds of situations. The
purpose of the study is to find out how Black Canadians decide whether or not to seek
help from a mental health professional when they experience difficulties or distress. Our
interview today will last approximately one hour during which I will ask you briefly
provide an example of a time in your life that was emotionally/psychologically/socially
difficult or distressing and then to answer questions about how you dealt with that
situation at the time. Please don’t share anything you are not comfortable sharing. You
are free to tell me that you want to stop the interview at any point for any reason. Okay?
Do you have any questions? [wait for their response].
In the online consent form, you also gave your permission to audio record our
conversation. Are you still okay with me recording our conversation today?
If yes → Thank you! Please let me know if at any point you want me to turn off the
recorder or keep something you said off the record.
If no → Thank you for letting me know. We won't be able to proceed without audio
recording. Would you like to withdraw your information from the study, or can I keep it?
[wait for their response] Okay. It was a pleasure to meet you, take good care.
Before we begin the interview, do you have any questions? [Discuss questions]
If any questions (or other questions) arise at any point in the interview, you can feel free
to ask at any time.
Interview Guide:
Introductory Questions:
In the questionnaire that you completed you stated that the ethnic/cultural group that you
most closely identify with is [blank].
Can you tell me a bit more about your ethnic/cultural identity, background, and heritage?
What cultural factors (e.g., cultural values, religious beliefs, family traditions, etc.) are
important to your ethnic/cultural background or identity?
Transition Statements:
Thank you for your response. I would like to switch gears now and ask you about a
difficult time in your life.
Everyone has had difficult times in their lives or times where they were facing a problem
that affected them mentally or emotionally. Please take moment to reflect on a time in
282

your life where you had an emotional, mental, or interpersonal problem that made you
noticeably unhappy or caused you distress. [PAUSE] This would likely be a problem that
affected your ability to do things that were important to you (e.g., performing your best at
school/work; having good relationships with your family, romantic partner, or friends;
sleeping; physical exercise; eating well; hobbies; doing things you enjoy; spiritual
activities, etc). [PAUSE] Please make sure this is a situation/problem that you feel
comfortable talking about. [PAUSE] This can be a very recent time, or even now, or it
can be from a long time ago. All that matters is that you have a clear idea of the problem
in your mind. [PAUSE] Please let me know when you have the problem in mind. [give
them time to think]
I will now ask you some questions to get information about this time in your life. You do
not need to give me many details about this but rather just a brief outline to anchor the
rest of the interview. I want to remind you that you also do not have to answer any
questions you are not comfortable answering.
Transition Questions:
About how old were you during this time? (e.g., childhood, teens, 20s, 30s, etc)
What specific areas (school, work, relationships, self confidence, self care, etc.) in your
life were negatively impacted by this particular situation?
In a few words, can you please give me a general idea of what the problem was.
How much did this problem bother you at the time? and now?
How would you rate how much it bothered you on a scale from 1 to 10?
If they did talk to a mental health professional → After you noticed the problem, how
long did it take before you first reached out to or talked with this professional?
Key Questions:
Please think back to when you first noticed the problem. What did you do or consider
doing about it? (probes: who did you talk with about this problem if anyone, outside of
friends and family)
Thinking back to that time, how did you think about the idea of talking to a mental health
professional about this problem? By mental health professional I mean someone whose
job is related to helping people address the kind of problem you were experiencing (e.g.,
a counsellor, a social worker, a psychotherapist, a physician, , a psychologist, a
psychiatrist, etc.)
What immediate thoughts come up when you think now about talking to a mental health
professional about this problem?
What, if anything, do you think affected your thoughts or ideas about this? (probes: your
family/friends’ views, your upbringing)
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Did anything else shape those thoughts?
What feelings and emotions came up when you thought about talking to a professional
about this problem at the time?
What do you think it was about the thought of seeking help from a professional that made
you react that way?
How does your ethnic/cultural background and heritage play into your reaction, if at all?
How do you think the cultural factors related to your ethic/cultural background, that we
discussed earlier, relate to seeking help from a professional, if at all?
What barriers or challenges influenced, or would have influenced [if they didn’t consider
it] your ability to access mental health services? (probes: availability of services in your
area, access to appropriate services)
What other factors or considerations do you think are important to Black Canadians in
general or those with whom you know personally (e.g. family members, peers, friends,
co-workers) in deciding whether or not to seek help from mental health services?
If they talked to a mental health professional → Now thinking again about the situation
[however much time passed] later when you decided to talk to a professional. What
changed for you that you decided to talk to someone then? What was different?
Closing Questions:
Before we conclude this interview, are there any other issues or factors you can think of
that have influenced your decision to seek (not seek) professional help that we have not
had a chance to discuss?
Script post interview:
I would like to sincerely thank you for your time today. What you have shared today is a
valuable contribution to my study.
To thank you for your participation I would like to offer you an electronic $20 Amazon
gift card that I will send to you via email. What email address would you like me to send
the gift card to?
Lastly, after I have gone through all the interviews and am near the end of the study, I
was hoping I could reach out to some of the people I interviewed to get their thoughts and
opinions about my results and conclusions. Would you be open to participating in that
process?
If yes → That is great! Thank you so much! I will hold on to your contact information
and contact you again when I am ready to share the rough draft of the results. If you
change your mind about participating in that part of the study, just let me know when I
get back in touch.
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If no → I understand, thank you again for your participation.
How are you feeling right now?
If no discomfort → I am glad to hear that! I have some information about community
resources that offer free mental health supports that I will email to you right after our
interview. I hope you find it helpful for yourself or to share with friends and family.
If express any discomfort → I understand. I have some information about community
resources that offer free mental health supports that I will email to you right after our
interview. I hope you will reach out to someone on the list. It may also be useful to share
with friends and family.
Do you have any final questions before we say goodbye? [Discuss questions]
Thank you again for taking the time to talk to me today. Take care.

285

Appendix D – Community Resource List for Mental Health Supports
Information about Promoting Positive Mental Health in Canada https://www.canada.ca/en/public-health/services/promoting-positive-mental-health.html
Canadian Mental Health Association - https://cmha.ca/
Mental Health Commission of Canada - https://www.mentalhealthcommission.ca/English
Canada Suicide Prevention Service (CSPS) - https://www.crisisservicescanada.ca/en/ for
French or English: toll-free 1-833-456-4566 (Available 24/7)
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Appendix E – Frequently asked interview questions from May 15, to May, 30, 2020
Introductory Questions:
In the questionnaire that you completed you stated that the ethnic/cultural group that you
most closely identify with is [blank].
Can you tell me more about why you identify that way? / How do you describe your
ethnic/cultural identity?
Transition Statements:
Thank you for your response. I would like to switch gears now and ask you about a
difficult time in your life.
Please take moment to reflect on a time in your life where you had an emotional, mental,
or interpersonal problem that made you noticeably unhappy or caused you distress.
[PAUSE] This would likely be a problem that affected your ability to do things that were
important to you (e.g., performing your best at school/work; having good relationships
with your family, romantic partner, or friends; sleeping; physical exercise; eating well;
hobbies; doing things you enjoy; spiritual activities, etc). [PAUSE] Please make sure this
is a situation/problem that you feel comfortable talking about. [PAUSE] This can be a
very recent time, it can be going on right now, or it can be from a long time ago. All that
matters is that you have a clear idea of the problem in your mind. [PAUSE] Now I will
give you some time to think. Please let me know when you have the problem in mind.
[give them time to think]
Transition Questions:
How much did this problem bother you at the time? / How would you rate how much it
bothered you on a scale from 1 to 10?
What did you do about this problem? / How did you cope with the problem?
Key Questions:
Imagine yourself back in the time when you first noticed the problem… and imagine that
you thought about talking to a professional about this problem. (By mental health
professional I mean someone whose job is related to helping people address the kind of
problem you were experiencing (e.g., a counsellor, a social worker, a psychotherapist, a
physician, a psychologist, a psychiatrist, etc.) – Describe in as much detail as possible,
how you react to the thought of talking to a professional about this problem and why you
react that way?
How does your ethnic/cultural background and heritage play into your reaction, if at all?
If they talked to a mental health professional → Now imagine yourself back in the
situation [however much time passed] later when you decided to talk to a professional.
What changed for you that you decided to talk to someone then? What was different?
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What other factors or considerations do you think are important to Black Canadians in
general or those with whom you know personally (e.g. family members, peers, friends,
co-workers) in deciding whether or not to seek help from mental health services?
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Appendix F – Questions added to the Interview over time
June 1, 2020
What is it was about the thought of seeking help from a professional that made you react
that way?
How does your ethnic/cultural background and heritage play into your reaction, if at all?
June 5, 2020
What are some things that would make you not want to seek help? What are some things
that would make you want seek help?
June 14, 2020
If they mention something related to expectations → It seems like there is this
expectation in the Black community to [paraphrase what they said]?
What do you think would happen if you decided not to follow the expectation to
[paraphrase what they said]?
June 24, 2020
After asking them to describe a mental health concern ask → Is this the only time you
had a problem like this in your life?
July 2, 2020
How do your experiences as a Black person relate to or impact how you feel about
talking to a mental health professional? If at all?
If they mentioned experiences with racism/prejudice/discrimination before →
Earlier you mentioned experiences with racism/discrimination/prejudice, would you say
that those experiences relate to how you feel about talking to a mental health
professional?
If yes → How so?
What other factors or considerations do you think are important to Black Canadians in
general or those with whom you know personally (e.g. family members, peers, friends,
co-workers) in deciding whether or not to seek help from mental health services?
If they mention something relate to expectations → How important is it for you to
follow these norms/expectations?
July 4, 2020
For young participants → How do you think your views about using mental health
services compare to the views of people older than you?
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For not young participants → Compared to when you were younger (like late teens)
would you say that your views about using mental health services have changed? If yes
→ How so?
July 5, 2020
If they mention something relate to expectations → How much do you feel that you
live by those norms/expectations? Why do you feel that way? (i.e., what are things that
make you feel that you do live by those expectations/norms? What are things that make
you feel that you do not live by those norms/expectations?)
August 8, 2020
If the mention expectations about mental health services, → It sounds like if you were
to go see a mental health professional you would expect… where did those expectations
come from? / why do you believe that?
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Appendix G – Theory Visual Diagram Evolution
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Appendix H – Transcript for the Participant Feedback Video
In this presentation I will explain why black Canadians do or don't want to use mental
health services. Anne, this explanation is based on interviews from 30 black men and
women from across Canada. To the first thing to consider here is cultural norms. Within
cultural norms, we have ethnic norms, and for this I'm referring to norms that are
common within the black community, and this includes not using mental health services.
Solving problems independently. Not talking about unpleasant thoughts or emotions,
especially with strangers or outsiders. Coping through prayer or other spiritual supports.
Coping through social supports. Experiencing anti black racism, prejudice and
discrimination. And respecting our parents or elders. Then we also have gender norms.
Sir, for women are gender norms include taking care of others, being nurturing and
expressing emotions freely. Whereas for men, gender norms include not expressing
emotions freely and being stoic. Then, within socioeconomic status norms. We have
people who are medium to low socioeconomic status. And these norms include not using
mental health services, not having much disposable income or time, and solving problems
independently. Whereas those who have medium to high socioeconomic status, their
norms tend to have more use of mental health service. So mental health services and
having more disposable income. So, from cultural norms we then look at the
internalization of these norms. And by this I mean, how much does one person or how
much is an individual actin lined with this cultural norm or their cultural norms? Then
from here, then next thing to consider is knowledge and beliefs about using mental health
services. So the knowledge and beliefs that people talked about most was that using
mental health Services is only for people who have severe problems. Mental health
services are expensive. Most mental health professionals are white. The idea that I will
have to open up about my problems or emotions to a stranger. Mental health services
involved learning skills and tools to help me to address my mental health concerns. An
medication works differently for different people. So what you'll notice here is that some
of these beliefs are true, and some of these beliefs are less true. Now knowledge and
beliefs then leads to deviation from the cultural norms. So when you look at these two
lists. You'll see that using mental health services can deviate substantially from our
cultural norms. An then deviation from a cultural norms then leads to. The degree of
comfort and worth of the mental health services. That means that the greater the deviation
from the cultural norms, the less comfortable the person is, and the less worthwhile the
service seems. And it's important to keep in mind that this only exists for people who
have internalised the cultural norms. So that means people who tend to act in line with
those cultural norms. So looking at Comfort Inn worth of mental health services, people
ask themselves how comfortable am I would doing this, and will this be worth my time,
money and effort? So deviation from cultural norms. Also leads to judgment from others.
An these judgments can include being weak, lazy, abnormal, crazy, mad. Unstable. And
then judgment from others leads people to consider. How much do I care whether people
judging me actually think? So when the opinions of others only have affect if that other
people mattered to the individual. So when there is negative judgment from important
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others, this leads to shame. In shame is a painful feeling of humiliation or distress caused
by the consciousness of wrong or foolish behavior. Deviation from cultural norms also
leads to judgment from oneself. But this is only if the person has internalized the cultural
norms. If not, there is very little to no self judgment at all. So what you'll notice here is
that many of these judgments are the same as judgments that others might have, but the
feeling of selfishness or being selfish is another self judgment. Bad is often added to the
mix. And then you can see that self judgment leads to more feelings of shame. So going
back to knowledge and beliefs about using mental health services. This leads to. The
cultural responsiveness of the service. And by that I mean how responsive is this person
or service to salient aspects of my culture. And when we're talking about black culture,
that often entails experiences with anti black racism, discrimination and prejudice. So
what I found is that high cultural responsibility leads to the service being perceived as
having more empathy. So empathy here is the ability to understand my experiences or
being able to walk in my shoes. And having that. Leads to more comfort. Or making the
service feel more comfortable and more worthwhile. In addition, high cultural
responsiveness also leaves to the service or the service provider being perceived as being
more trustworthy. So people want to trust that they will be treated well and that they will
not be mistreated by the service. And if that trust is there, then this leads to the service
again feeling more comfortable and more worthwhile. So again, how much shame one
has by the mental health service, plus how comfortable and worthwhile the service seems
leads to one's willingness to use mental health services. So willingness here is how much
do I want to use mental health services. And the majority of people interviewed had
pretty low willingness to use mental health services, which matches on with most black
Canadians. So for most people, the first time they had used mental health services was
because they had to an. This brings us to the manageability of the problem. So. People
determine how manageable the problem was by asking themselves how successful have I
been with dealing with this problem myself. And. How much can I live with the
consequences of not seeking mental health services? So this means that for most people
they did not use mental health services until the problem became bad enough that it was
no longer manageable and they could not or did not want to live with the consequences of
not getting help. So therefore I found that willingness and manageability of the problem
or what determines mental health service use. And I'm defining this as getting help for
mental health concern from a counselor, therapist, doctor psychiatrist, psychologist,
social worker, etc. So now people who have experience or who have past experience with
mental health service use will consider. How much have my experiences with mental
health services? Uh. How have they been in the past? Have they been good? Chances or
have they been bad experiences? And then. Past mental health services will now inform
knowledge and beliefs about mental health services. And it influences how much people
internalize or act in line with cultural norms because, as we've seen, using mental health
Services is often deviating or often involves deviating from these norms. So there you
have it. That is why black Canadians do or don't want to use mental health services. I
hope you enjoyed this presentation.
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Appendix I – Participant Feedback Link
Qualtrics Survey

Start of Block: Default Question Block

Thank you for being willing to give me feedback on the results of this study!

Please watch this video presentation (it is about 11 minutes long):

If you would like to review results at your own pace, here is a link to the above presentation:
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https://prezi.com/view/pJtq2qEqN2EotjI6CKpy/

I welcome your input! These results are my interpretations of your interviews, so I welcome
your feedback. Please let me know what makes sense or doesn’t make sense to you and/or
what you might add or change.
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
End of Block: Default Question Block
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Appendix J - Script for getting feedback from peers
In this presentation I will explain why black Canadians do or don't want to use mental
health services. And, again this explanation is based on interviews from 30 black men
and women from across Canada.
The first thing to consider here is cultural norms.
Within cultural norms, we have ethnic norms, and for this I'm referring to norms that are
common within the black community, and this includes not using mental health services.
Solving problems independently. Not talking about unpleasant thoughts or emotions,
especially with strangers or outsiders. Coping through prayer or other spiritual supports.
Coping through social supports. Experiencing anti black racism, prejudice and
discrimination. And respecting our parents or elders.
Then we also have gender norms. So, for women are gender norms include taking care of
others, being nurturing and expressing emotions freely.
Whereas for men, gender norms include not expressing emotions freely and being stoic.
Then, within socioeconomic status norms. We have people who are low to medium
socioeconomic status. And these norms include not using mental health services, not
having much disposable income or time, and solving problems independently.
Whereas those who have medium to high socioeconomic status, mental health service is
more common and considered a normal way to handle mental health concerns. and
another norm is having more disposable income.
So, from cultural norms we then look at the internalization of these norms. And by this, I
mean, how much does one person or how much is an individual actin lined with this
cultural norm or their cultural norms? So, for example, a lot of the people I interviewed
felt it was personally important to them to solve their problems on their own and they
personally did not like the idea of asking for help for personal problems unless they
absolutely had to. Also, many of the men I spoke to were raised to believe that men do
not show emotion. So, when they were younger, that norm was deeply internalized, but as
they got older, they began to challenge that norm and it became less internalized. Some
of them said they make a concerted effort to act against this norm.
Then from here, then next thing to consider is knowledge and beliefs about using mental
health services.
So the knowledge and beliefs that people talked about most was that using mental health
Services are only for people who have severe problems. Mental health services are
expensive. Most mental health professionals are white. The idea that I will have to open
up about my problems or emotions to a stranger. Mental health services involved learning
skills and tools to help me to address my mental health concerns. And medication works
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differently for different people. So what you'll notice here is that some of these beliefs are
true, and some of these beliefs are less true.
Now knowledge and beliefs then leads to deviation from the cultural norms. So when you
look at these two lists. You'll see that using mental health services can deviate
substantially from our cultural norms. For example, for many of us it is not normal to talk
about our feelings with strangers, yet that is often what you have to do when you seek
psychological services. Furthermore, it is more normal for us to share our distress with
our family, friends, and people in our close social circles. If one’s close social circles are
mostly other Black people, then talking to a White mental health professional about your
problems feels like a very odd thing to do. Especially when you live in a White
dominated society that has a tendency to oppress and mistreat people like you.
So then degree of deviation from cultural norms then predicts one’s degree of comfort
and worth of the mental health services. That means that the greater the deviation from
the cultural norms, the less comfortable the person is, and the less worthwhile the service
seems.
And it's important to keep in mind that this only exists for people who have internalised
the cultural norms. And that means people who tend to act in line with those cultural
norms. So for example if you’re a Black person who has a lot of White friends and often
shares emotional problems with them. It would be more comfortable for you to talk to
White mental health professional as compared to a Black person who adheres more to the
norm of only confiding in other Black people.
So looking at Comfort and worth of mental health services, people ask themselves how
comfortable am I would doing this, and will this be worth my time, money and effort?
Many of the people I spoke to were not willing to use mental health services because they
thought it would be a waste of time and money. And I believe that this is because the
methods and interventions we use are so culturally different from what they are used to,
so they are skeptical that the interventions will work or be effective for them.
Deviation from cultural norms. also leads to judgment from others.
And these judgments can include being weak, lazy, abnormal, crazy, mad (this is
Caribbean slang for crazy) or Unstable. You can see how the belief that using mental
health Services are only for people who have severe problems, can lead people to have
these judgements. Also seeking help deviates from the norm of being strong and handling
problems yourself, which leads to judgements about being weak and lazy.
So then judgment from others leads people to consider. How much do I care whether
people judging me actually think? The opinions of others only have affect if that other
people mattered to the individual.
So when there is negative judgment from important others, this leads to shame.
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Shame is a painful feeling of humiliation or distress caused by the consciousness of
wrong or foolish behavior.
As you might have suspected, Deviation from cultural norms also leads to judgment from
oneself.
But this is only if the person has internalized the cultural norms. If not, there is very little
to no self judgment at all. For example, as I mentioned earlier most of the people I talked
to internalized the norm of not talking about their emotions and dealing with their
problems independently, so when they considered seeking professional help, selfjudgement comes up.
So what you'll notice here is that many of these judgments are the same as judgments that
others might have, but the feeling of selfishness or being selfish is another self judgment.
I saw this judgement of selfishness come up most for people who internalized the
caregiving norm. They felt that they shouldn’t be focussing on themselves because they
should be taking care of other people.
And then you can see that self judgment leads to more feelings of shame.
Now going back to knowledge and beliefs about using mental health services. This leads
to. Views about the cultural responsiveness of the service.
And by that people ask themselve how knowledgeable and responsive is this person or
service to salient aspects of my culture. And when we're talking about black culture, that
often entails experiences with anti black racism, discrimination and prejudice. In this
regard many people said they would be more willing to use mental health services if the
service provider were Black because a Black person know what it is like to experience
racism, prejudice, and discrimination.
Likewise, what I found is that high cultural responsibility leads to the service being
perceived as having more empathy. So, empathy here is the ability to understand my
experiences or being able to walk in my shoes. This applies to understanding experiences
with racism. And interestingly with men, they often mentioned that they would want a
male mental health professional because they would better understand the pressures and
expectations of being a man.
So having this understanding and empathy. Leads to us to have more comfort. Or making
the service feel more comfortable and more worthwhile.
In addition, high cultural responsiveness also leaves to the service or the service provider
being perceived as being more trustworthy. So people want to trust that they will be
treated well and that they will not be mistreated by the service.
And if that trust is there, then this leads to the service again feeling more comfortable and
more worthwhile.
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So now brining everything together, how much shame one has by the mental health
services, plus how comfortable and worthwhile the service seems leads to one's
willingness to use mental health services.
Willingness here is how much do I want to use mental health services. And the majority
of people interviewed had pretty low willingness to use mental health services, which
matches on with most black Canadians. Therefore, for most people, the first time they
had used mental health services was because they felt like they had to
And this brings us to the manageability of the problem. People determined how
manageable the problem was by asking themselves how successful have I been with
dealing with this problem myself. And. How much can I live with the consequences of
not seeking mental health services? So this means that for most people they did not use
mental health services until the problem became bad enough that it was no longer
manageable and they could not or did not want to live with the consequences of not
getting help.
Thus, I found that willingness and manageability of the problem are what determines
mental health service use.
And I'm defining this as getting help for mental health concern from a counselor,
therapist, doctor psychiatrist, psychologist, social worker, etc.
Now who people have had experience with mental health service use will consider:
How have they been in the past? Have they been good experiences or have they been bad
experiences?
And then. Past mental health services will now inform knowledge and beliefs about
mental health services.
And it will also influence how much people internalize or act in line with cultural norms
because, as we've seen, using mental health Services often involves deviating from these
norms. And that brings us full circle!
So there you have it. That is why black Canadians do or don't want to use mental health
services. I hope you enjoyed this presentation.
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Appendix K - Transcript of feedback from peers
Me: ...explanation for why black Canadians do or don't want to use mental health
services.
Peer 1: wonderful, I love it
Peer 2: wow.
Peer 1: it might be helpful for other people who don't have a background in qual to know
that the methodology that Renee is using is about creating a new theory,
Me: correct. Yeah,
Peer 1: so this is. This is like kind of what you do, but this is so in-depth I love it
Me: thank you. Yeah, so this is the. This is where I'm looking for feedback now. I can
leave this up. I can also put up the questions that I had before. Wait can you go back to
the can you go back to the. Yes, I can go back to the presentation. Yeah, here we go.
Peer 2: So I I have two thoughts. One, just because as you said, it kind of comes full
circle. I would maybe suggest adding something that goes from the mental health service.
Use back to past mental health service use?
Me: like an arrow.
Peer 2: Yeah maybe like even like a shaded one. I don't know. Like just something to
show that it's a recursive process.
Me: I think that's good. I think when I put this in a Word document I will absolutely do
that.
Peer 2: That was my much less important question or comment. The thing I was really
curious about. Correct me if I'm wrong, but grounded theory is all about Generalization?
Me: Yeah, that's part of it, but I think that some flexibility there.
Peer 2: So I'm wondering 'cause you know, especially at the beginning when you were
talking about a lot of this, there were definitely aspects of this that you know I'm sure are
group specific to black Canadians, but a lot of these are like this could be a general model
for mental health use.
Me: Yeah, I think in a way you know if you think about different groups like different
groups have different cultural norms, right? So if you think about, you know the
dominant society you're thinking of, the average middle class. Even if we're thinking
specifically white women, when you think about the stereotypical client or the client that
we tend to see most often, it's a young white woman. For us, the University, who
probably not almost homeless, you know? Yeah
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Peer 2: yeah, absolutely. And and of course, there are things that are there group specific
here, but a lot of these I think aren't like the self judgment. Like a lot of this model could
be, I think. I think what I'm trying to say here, I think is that the external validity of this
model is quite high.
Me: cool. Thank you
Peer 1: I. I would say I agree with that. 'cause when you were going through it, I was
thinking about how it relates to my research. Looking at Trans People's experiences and
mental health care and. Obviously I wasn't looking at specifically why they did or didn't
go to therapy, but. there's a very high usage rate in that community simply because of
that, the manageability of the problem. so many people have to go to therapy to get a get
or assessment. To get a letter. It's not manageable on their own, but the other aspects, I
think. Are still salient. And still, are evident from my participants responses.
Me: right, yeah. So actually, that makes me think, are your participants willing like? Are
they wanting to go to therapy when they first go, or are they just like I have to do this?
Peer 1: It changes, it depends. Sometimes. It depends on the the client, but one of the
themes that we have is that like. They went and like. They're going there big for a reason
similar to their trans identity, or they're going there for their transit transition. So it
depends on the person, but there's. Higher willingness, I think because it's you have to.
Peer 3: I I had a couple of observations Renee
Me: yeah for sure.
Peer 3: OK, so yeah it is. This is a wonderful model. This is wealth of data and you
should be very proud of this work. I think it's amazing. Three things one is. God, I hope I
can keep a hold of all of them. One is, it was so interesting that these male participants
were telling you that they didn't particularly want to see a female therapist or they would
prefer a male therapist, even as your are a female researcher. And it what it makes me
think of is interviewing nurses this summer and having them say, Oh, I don't want to talk
about my problems with the Stranger. It's like, but you're willing to participate in an
interview with a stranger and talk about your problems. So what's the difference? So I'm
sort of curious about these black men who would prefer to see. Reading between lines of
black male provider, the other thing is I am sort of curious about sort of regional
particularity's because I think being black in Québec and being black in Nova Scotia and
being black in Alberta is probably very different, although maybe not as far as the mental
health service piece of it goes. And then the other part of it, and I guess I'm thinking now
like a committee member, a question that I think is likely to come up is sure. You're
talking about people's willingness to seek services. It sounds like most of your sample
ultimately was [willing]. So what can you understand about people who are like you're
trying to understand? A group of people who may not be willing to seek services by
talking to a group of people who were. And I'm not trying to be an asshole with this
question. I'm just kind of thinking down the line.
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Me: It's a very good question, and I think one of the interesting things about my
interviews is that people will tell me like a story like this is their process right? So they
talk about early in their when they first started having mental health concerns, how
unwilling they were. And then what they went through to become willing. So I feel like
those early experiences of being unwilling can really apply to people who are currently
still unwilling. Yeah, that's it. I don't have anything more to add to that. Does that make
sense?
Peer 4: Yeah, Renee if I might add, I I I don't know if I really don't know if this is if this
would be appropriate to do this is off of what what Noam and Al have already said. I
wonder if there'd be a way of highlighting where you particularly like which portions you
think particularly for black Canadians are going to be salient. Maybe for just them as
opposed to. Like Noam said this. Model I think is going to work or apply to a lot of
people from different backgrounds.
Me: Yeah, that's it. It's a good question. An interesting question. 'cause I think part of my
motivation. Or are part of what I like about the model, is that it can apply to different
backgrounds in different people? So yeah, thinking about what would be unique to the
black population is definitely a good consideration for me. Yeah, thank you,
Peer 4: yeah. And then I also wondered. On the your circle that says shame. I just
wondered if that was more if it was a shame experience. If it was a guilt experience or if
you saw both.
Me: That's a really. Good question. Tht's a really good questions. I think I saw a little bit
of both an I might have grouped them together as shame, but there are some differences
between the two.
Peer 4: Yeah, yeah there are in my mind and I would I I would think that you know spit
balling would be that shame is very internalized that I am deficient or guilt would be nah
thing I'm doing is deficient, and that would likely, I think, that would affect their their
willingness. Depending on how much they internalize that and how.
Me: So, I'm. Yeah, that's a really interesting thought. Thank you, guilt and shame, OK.
Peer 1: I'm I'm also wondering for the cultural responsiveness of the service. Or even just
the knowledge and beliefs about using mental health services. What's your kind of your
perception on how? Realistic or based on real experiences, these were 'cause like for
example in my in my thesis I'm seeing a lot of people just having the feeling ahead of
time that. They're going to be discriminated against and then having a good experience,
or there's people going in blank and having experiences of discrimination and deciding
that they're never going to go back,
Me: right.
Peer 1: So, what's kind of your feeling of whether these are founded or. They've actually
experienced.
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Me: I've had the exact exact same kind of interviews I had, people who were basically
very new to the country and had no idea like a counselor was, and then someone
suggested it to them like OK, sure, why not. I have no idea what this is, but if it helps me
whatever and they do it and they're like no, I'm never doing that again. And then you
have people who have all of these like myths and beliefs that don't seem to be very
founded. Its like gossip? Essentially when people talk about mental health services and
they're like oh it's so expensive? And then I asked him like OK, how much you know
how much do you think it would cost? And they're like? I have no idea, I just know it's
expensive. I'm like OK, or they'll say, you know. Not having had interacted with a
therapist or counselor, assuming that they'll be discriminated against and I think part of
that is based on how they. See other people not specifically being treated by a
professional but by society like their own experiences with being mistreated by people
from the dominant culture, and I guess part of it is the assumption like OK, these
professionals are going to be from the dominant culture, so that's how I'm going to. Like
that's what I expect to receive.
Peer 1: I'm just wondering if you think that there's. I mean, not that you need anything
more in here, but if you think that there's kind of that place for
Me: like where these beliefs come from,
Peer 1: yeah, like that past experience of discrimination in the broader culture, kind of
adding to the beliefs about mental health services, not necessarily about using them, but
maybe the cultural responsiveness of the service. Like could there be past experiences
that? Of discrimination that lead into that aspect.
Me: That could definitely, I think there's a lot of things that could lead into those those
beliefs. It's like the experiences with discrimination. And there's also like what people see
in the media.
Peer 5: I actually have a question so. do you think there's any differences between those?
I think you touch it a little bit about those people who are like new Canadians compared
with their grandparents already moved to Canada because I was thinking about, I think
you you talk a little bit about it, but I wonder about if there's any do find it like very
different if the new immigrant there more like less likely to seek mental health or or like
people who've been here like three generation, they're more likely. I just wondering.
Me: um. Generally, I think people who are newer immigrants. And I guess it depends on
their exposure in their previous country so that it really varied widely. I had people who
had a good amount of exposure in their home country and then they came here and they
were very much comfortable with it. But then people who were the opposite, who had
very little exposure in their home countries. So don't actually, I think it had much to do
with immigration status. Specifically, I would say that. The mediating variable
moderating variable, the variable that explains that relationship would be like how much
exposure they've had to the idea of mental health and mental illness, and but you will find
that non Western countries. Tend to have less discussion and less exposure to the idea of
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mental health and mental health services so. There's a relationship, but I wouldn't say that
the immigration status is what would be the driver of that relationship. I would say it's
like more familiarity of what mental health is and also to some degree the internalization
of the norms like people who are older tended to. Talk about how people like their age
are not super open to this idea, 'cause it's not normal for them and like it hasn't been
normal for them for a long time. But people who are younger and maybe have lived in
Canada, Canadian Society for longer, they have more exposure. They have more
familiarity and at least in Canada it is more normal to know about and access mental
health services.
Peer 5: Oh, I see that that's pretty good. Thank you because I was just very curious about
if there's any thing but, but I think you explained pretty well and and one thing I wonder
if you already touched upon. But I was just wondering, you mentioned because I think
you mentioned about there's some people like before. They're not really willing to seek
help, but later on they change their mind or whatever, or they continue. So what make
people change like what made them change that they don't like the shift of like not
willing to seek help and then suddenly, not really suddenly maybe gradually, but they feel
like? Yeah, maybe there's something up want to do?
Me: The most common theme that I thought, well, the most common theme that I saw
was that it was after they had used the service. That's when there are. They changed their
mind so going in they didn't want to do it. But then when they did it is almost like they
had to. They couldn't manage the problem on their own, but once they had done it, they're
like Oh, this was really helpful. Or oh like I actually got better from doing this and then
that really changed their mind that changed everything essentially.
Peer 5: OK, thank you.
Peer 1: I just had one question for Renee, so you're asking about like. Where the insight
for kind of having that more structural change? And my question, my question is just like
and you don't have to answer it, just think about it. What one of those aspects do you
think like where in that model do you think is the best spot to target? For changing those
norms.
Me: oh man such a good question. Well, I know I based on my. Well, what I know about
cultural norms is that they're very they're very hard to change. They're very like, takes
years. It takes generations to change norms. I think what I would want to. Do you like
within the black community is like? Change the judgment, I think is you know, not make
it. People feel like it's a weakness or or that there's anything wrong with doing it, I think.
Or you know what. I would try to do and what I see myself doing in the future is
lessening the deviation. I think that's the key thing is, is like making the service more
similar to what their culturally used to.
Peer 1: so a little bit of targeting the cult- The ideas about mental health usage and a little
bit about changing the mental health like the cultural. So like those two first circles on the
bottom.
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Me: Essentially like I think the deviation from cultural norms is what I would try to
address who just finding ways to bring them closer together, either by making our
services more culturally similar to black Canadians experiences. Or by making the.
lessening the judgment from like not doing what's normal or considered normal.
Peer 1: OK,
Me: yeah, good question like that's something that I have to think about for when I'm
doing the final write up and they discussion and everything.
Peer 1: Yeah, yeah, it's a. It's a hard one. Where, what does this mean?
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